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ABSTRACT
Experiences of racism and discrimination are a prominent concern within the Black community
and often cause symptoms of stress or trauma for those who endure it. However, there are limited
research studies which examine best practices and pitfalls for treating individuals of this
population who struggle with race-based stress or trauma. This study uses a phenomenological
approach to examine the therapy experiences of six clients, identifying as Black or African
American, when discussing stress or trauma related to racism. Results identified several pitfalls,
such as experiences of racism, color blindness, inattention, and countertransference, as well as
promising practices, such as active listening, validation/affirming racial experiences, and
authenticity. This study produced themes related to racial identity and experiences of racism.
Lastly, participants provided recommendations for treating therapists who wish to be helpful,
including efforts to learn about Black history and current events, use of consultation and
continued review of the literature, and intake questions centered on racism and discrimination. A
primary aim of this study is to decrease the gap in the literature for interventions to treat racebased stress and trauma in order to increase cultural competence among clinicians. Ideas for
future research studies to build on these results are discussed.
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Chapter I: Introduction
Contrary to popular belief, the concept of race is not representative of actual differences
between groups but rather social constructions that developed over time. According to Smedley
(1999), the term, “race,” was originally used to describe a breeding line or stock of animals, and
later, European settlers in the Americas adopted it to describe populations of people from
different origins. A Swiss scientist, named Linnaeus, first used this construct as he divided
humans into four geographic categories and assigned hierarchical, individual characteristics to
each group based off their common “fluid,” such as blood, phlegm, choler, and melancholy
(Hays & Grimmett, 2010). These categorizations idealized European ancestry and assigned
pejorative qualities to people from all other regions. Others expanded on Linnaeus’ ideas,
continued to build on a foundation that was Eurocentric in nature and suggested a hierarchy in
which Europeans were at the top, Asians and Americans in the middle, and Africans at the
bottom (Hays & Grimmett, 2010). By creating this hierarchy, Europeans became the ideal
version of human beings, and people from other backgrounds were viewed negatively and as less
desirable.
Through the construction of race and a corresponding hierarchy of certain races as
superior to others, the concept of racism developed. According to Jones (2000) and Hays and
Grimmett (2010), racism is defined as an ongoing, multidimensional, and dynamic process
associated with the development and maintenance of a racial classification system, which is both
institutionalized and hierarchical. Moreover, racism can be described at three different levels:
individual, institutional, and cultural. While each level differs in its method or delivery, they are
all intersecting and significantly impactful in society. Individual racism is both a belief that one
race is superior to another and subsequent behavioral actions through which this hierarchy of
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races manifests (Franklin, 2014; Jones, 1997). The concept of individual racism serves as a
foundation on which institutional and cultural racism are built. Jones (1997) and Franklin (2014)
further describe institutional racism as (a) the maintenance of racist advantages for one group
over another primarily through the use and manipulation of institutions or (b) limitations or the
denial of choices, rights, mobility, and access for groups of individuals as the result of
institutional practices. Cultural racism, like individual racism, may be understood as the belief of
the superiority of one race’s cultural heritage over another’s at both the individual and the
institutional levels (Franklin, 2014; Jones, 1997).
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Chapter II: Literature Review
Racism
Due to differences in the perception of what is considered to be an act of racism, its
prevalence in the United States of America today remains unclear. Carter and Murphy (2015)
suggest that there are differences between the perceptions of what is considered to be an act of
racism; specifically, between the perceptions of Whites, and those of Blacks. Recent surveys
examining perceptions of the prevalence of racism between White and Black individuals found
grave differences between the two groups. While 53% of Black individuals reported that
discrimination against ethnic minority groups is a critical issue in American society today, only
17% of White individuals endorsed these same perceptions (Cox et al., 2012). Differences in
perceptions of racism are also highlighted in many previous studies that suggest African
American individuals report higher levels of perceived racism than other ethnic groups (Kessler
et al., 1999; Pieterse et al., 2010; Pieterse et al., 2012). Specifically, Kessler et al. (1999)
reported that 8.8 % of non-Hispanic Blacks report that they never experience day-to-day
discrimination, compared to 44.4 % of non-Hispanic Whites and 19.5 % of others. Additionally,
24.8 % of non-Hispanic blacks endorsed experiencing day-to-day discrimination, whereas only
3.4 % of whites and 17.4 % of others endorsed these same experiences (Kessler et al., 1999).
Similarly, when viewing statistics of hate crimes, it is undeniable that African Americans
are significantly more often reported as the targets of racially motivated crimes. According to the
U.S. Department of Justice (2016), 58.9% of hate crimes (3,489 incidents and 4,426 victims)
were motivated by bias against race/ethnicity/ancestry, making it the largest percentage of
reported hate crimes. Of these reports, 50.2% were motivated by their offenders’ anti-Black or
African American bias (1,739 incidents and 2,220 victims), which is significantly higher than the
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next largest group at 20.5% (720 incidents and 909 victims) motivated by anti-White bias (U.S.
Department of Justice: Federal Bureau of Investigations, 2016). Through these statistics, it is
evident that both dominant and non-dominant group members may experience race-based
discrimination and violence. Although racism and discrimination impacts all racial and ethnic
backgrounds, this study will focus on the experiences of Black/African American individuals due
to its prominence within this cultural group.
Impacts
When considering the impact of racism on Black individuals direct and intergenerational
effects can be seen in mental and physical health, as well as in environmental influences.
Although much of the racism seen today is subtle, unconscious, and passive, the effects remain
damaging to those within the community (Bounds et al., 2010). Racist treatment and systemic
differences between African Americans and their White counterparts have influenced the overall
quality of life for many Black individuals in the United States.
Depression
Russell et al. (2018) suggests that one reaction to racial discrimination may be
depression. More specifically, they followed 695 African American women over 11–12 years
and found that racial discrimination was a predictor for major depression (Russell et al., 2018).
Previous studies presented similar findings across diverse populations of African American
individuals, while controlling for a variety of different factors (English et al., 2014; Nadimpalli
et al., 2015).
Anxiety and Trauma
As with depressive symptoms, research also supported anxiety and trauma as effects of
experiencing racism (Graham et al., 2016; Pieterse et al., 2012). Graham et al. (2015), reported
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that in a sample of participants who racially identify as Black, there was a significant positive
association between the frequency of racist experiences and symptoms of anxiety. Previous
studies also identified internalized racism as a mediator between racist experiences and
symptoms of anxiety (Graham et al., 2016). Specifically, researchers note a relationship between
negative thoughts and anxiety, as well as between self-criticism, self-degradation, self-alienation,
and internalized racism. These suggest that internalized racism may be a mechanism through
which racism connects to symptoms of anxiety for Black individuals (Graham et al., 2016). In a
meta-analytic study by Pieterse et al. (2012), results demonstrated that common responses to
trauma, such as somatization, interpersonal sensitivity, and anxiety, which are strongly correlated
with PTSD, appear to be positively associated with negative racial experiences. The implications
of these studies suggest a variety of negative mental health effects after experiences of racism
and discrimination.
Societal
Other impacts of societal discrimination on families and individuals have persisted within
the community as well. For example, McRoy (2008) describes the significant incarceration rate
of Black individuals, which results in a lowered family income and an increased likelihood of
children placed in foster care (thereby creating a cycle of poverty and/or incarceration).
Additionally, African Americans appear to struggle financially as a community, making up a
significant proportion of the homeless population (41.4%) despite only representing 13% of the
overall population (Weisz & Quinn, 2017). Statistics on employment for Black American
individuals suggest additional struggles. According to the U.S. Equal Employment Opportunity
Commission (2015), there has been a significant increase in African American private sector
employment (from 8.2% to 14%), however, the average median income for African Americans
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was only $33,321 in 2013, the last data collection available, which was significantly lower than
the national median of $51,017. Further research demonstrates significantly higher and more
cyclical unemployment rates for Black individuals than their White counterparts, even when
accounting for differences in age, education level, job type, and location (Cajner et al., 2017).
These differences appear to account for employment decisions as well as the ability for African
Americans to secure resources when they begin to experience struggles. Zambrana (2017)
reported consistent research findings that when Black families experience major life events, such
as job loss or illness, they often experience difficulty accessing economic or social resources and
institutional policy support systems.
Historical Trauma
Although often overlooked or ignored, the effects of historical trauma on African
American culture and the community at large have persisted over generations. Intergenerational
trauma, which relates to the historical experiences of African Americans (i.e., slavery,
segregation, discriminatory laws, and racist treatment), has given rise to a phenomenon known as
posttraumatic slave syndrome, which has contributed to a culture of aggression, resentment, and
sadness (Hanna et al., 2017; Leary, 2005). In recent years, several researchers started to examine
the lasting effects of slavery as well as past and present-day discrimination within the African
American community. Leary (2005) describes several lasting mental health effects of
posttraumatic slave syndrome, including low self-esteem, racist socialization, and anger.
Moreover, more recent research has reframed anger as a sensitivity to disrespect, resulting from
centuries of intolerable shaming (Gump, 2010).
Many recent incidents of police brutality and racially motivated crimes have been
brought to the forefront of the public’s attention (i.e., Trayvon Martin, Eric Garner, Michael
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Brown, Philando Castile, the murder of 9 African American Christians at a church in South
Carolina, etc.). Hanna et al. (2017) suggest that incidents such as these may serve as modern day
triggers for the African American community. Additionally, those who are direct targets of
individual acts of racism and hate crimes are at risk for negative mental health effects. According
to Pieterse et al. (2012), a meta-analytic review of the literature on the mental health of African
American individuals in the United States suggests positive associations between negative racial
experiences and anxiety, depression, and trauma-related symptoms. Within the study, psychiatric
symptoms and general distress effects were reported as stronger than the effects of overall life
satisfaction and self-esteem. Additionally, the greater the reported exposure to and appraised
stressfulness of racist events, the more likely the individuals were to report mental distress.
When considering the applicability of these results today, concerns of vicarious trauma may
begin to arise. With frequent media coverage and incidents of harmful and fatal racist
experiences towards Black individuals going viral, the Black community may be placed at
greater risk for mental distress surrounding racism.
Physical Health
As with mental health, the effects of racism, historical trauma, and discrimination are
visible in physical health and healthcare utilization within the African American community.
Brondolo et al. (2012) describe barriers to practicing physical health behaviors, such as exercise,
healthy eating, and mediating, and the relationship between obesity and aspects of institutional
racism, such as residential segregation and neighborhood disadvantage. Similarly, literature
suggests that negative mood states are mechanisms for strong associations between race-based
stress and adverse health risks, such as smoking (Brondolo et al., 2012). Not only does racism
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increase the chances of developing obesity or engaging in smoking, but it also impacts help
seeking-behaviors.
In a meta-analytic review of the literature on racism and health service utilization, Ben et
al. (2017) conclude that those experiencing racism are 2 to 3 times more likely to report reduced
trust in healthcare systems and professionals, compromised communication and relationships
with healthcare providers, and a general lower satisfaction with health services and perceived
quality of care. For Black individuals, a history of exploitation, medical experimentation,
policies targeting African American women, and federally funded reproductive health
procedures (i.e., coerced sterilization) have contributed to present day mistrust of the healthcare
system (Prather et al., 2016). Furthermore, these differences extend beyond African Americans’
perceptions. Prather et al. (2016) reported that in a study of the quality of health care received by
individuals from different ethnic groups, African Americans received lower quality of health
care than White Americans, even when socioeconomic status, insurance coverage, and healthcare
access were the same. Moreover, racism towards African Americans and its resulting mistrust of
the community towards health care providers, has led to a series of health disparities within the
community. For example, African American women living with HIV have expressed mistrust
towards health care professionals, possibly stemming from historical experiences of African
Americans with the health care system and current discriminatory practices from providers
(Prather et al., 2016). Discrimination for these women was associated with delayed reproductive
health screenings, such as HIV treatment adherence, pap smears, and mammograms, which
further reflects increased health risks for African American women (Prather et al., 2016).
In addition to the stress and trauma produced by racism towards African Americans in the
United States, it is also important to note the strengths of the community. Although identification
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of the negative effects of racism is a necessary step, neglecting to include the strengths of a
community may reinforce pre-existing, deficit-oriented perspectives, such as a tendency towards
rage, low self-esteem, deviance, and psychopathology, most notably towards African Americans
(Harrell & Sloan-Pena, 2006).
As seen throughout the literature, individual, institutional, and historical racism continues
to impact the mental health, physical, and financial stability of the African American community.
Its effects endure through the intergenerational transmission of trauma as well as racist attitudes
within society. As suggested by Gump (2010), the past and present influences of racism support
the notion that, without intervention, the past experiences of racial trauma in the African
American community will continue to manifest in the future.
Therapy
While the presence of individual and community racism and its effects have been
documented in several research studies within the past few decades, little information has been
presented about treating clients with racist-based incidents as trauma. This may be related to the
manifestation of racism and discrimination within clinical contexts. Harrell & Sloan-Pena (2006)
describe racism as manifesting clinically through contexts of unequal access to services, a lack of
clinical integration of racism experiences, the dynamics of racism within the therapeutic
relationship, inadequate assessment and treatment planning, and an underutilization of strengthsbased interventions to promote protection and coping resources. These pitfalls are well
documented in the literature and remain prominent issues when providing therapy to the African
American community.
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Access
According to the U.S. Department of Health and Human Services (USDHHS, 2001),
individuals from ethnic minority groups are less likely to have access to mental health care than
non-Hispanic Whites, less likely to receive treatment for mental illnesses, and when treatment is
accessed, the care is more likely to be of poor quality. Studies such as this reflect an
overwhelming need to further examine barriers to mental health treatment in these communities.
The study went on to mention that disparities also stem from current and historical racism and
discrimination, which has impacted mental health and further contributed to lower social,
political, and economic status (USDHHS, 2001). Additional studies examining attitudes,
disparities, and help seeking patterns for mental health services further highlight this need in the
African American community. For example, African Americans report more positive attitudes
towards mental health services than other racial groups (Shim et al., 2009). This study
demonstrates a need to move beyond ideas that attitudes towards mental health are mediating the
relationship between race-based disparities and treatment seeking, and instead begin to explore
more client, provider, and systemic mediators.
While the effects of racism appear to be robust, impacting social, mental and physical
health as well as help-seeking patterns, clinicians may lack adequate understanding about its
effects. Carter (2007) suggests that one major aspect that contributes to the problem of racism
and discrimination and its impact on mental health is the failure to understand its effects. As
clinicians make decisions within the therapeutic process, it is important for them to understand
conceptualization methods and possess an awareness of personal biases. Mental health
professionals often apply universal, color-blind standards, which ignores the impact of race and
culture (Carter, 2007; Hansen et al., 2006). By ignoring race in the therapeutic environment,
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ethnic minority clients may be less understood and feel less safe to discuss distressing and
traumatizing experiences such as racism.
Color Blindness
Concerns about color blind attitudes and methods in therapy have been recognized within
the Black community. In a focus group of African Americans in one community, Thompson et
al., (2004) found that most participants viewed psychologists as older, White males who could
not be understanding of the economic and race-based realities they face. The study also noted
that individuals with therapy experience reported a fear of communicating issues such as racism,
discrimination, exposure to community trauma, and economic difficulties due to beliefs that the
therapist would not understand. Additionally, clients indicated that they would attend counseling
if they felt clinicians made sincere efforts to understand their communities. Participants cited
community outreach and education in the Black community and African American reading
materials in the waiting room as beginning steps to building trust between African Americans
and mental health professionals. These initial stages of building trust can be extremely important
to engage the community and begin addressing difficult topics such as racism and discrimination.
According to Polanco-Roman et al. (2016), individuals who cope with race-based trauma
through passive methods, such as keeping it to themselves, are more likely to develop
dissociative symptoms compared with those who employed active coping methods, such as
talking about the experiences. This suggests that if individuals are able to have a positive
experience in therapy, where they can openly discuss their traumatic racial experiences, they are
less likely to develop trauma responses, such as dissociation.
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Clinical Understanding
In addition to bridging the gap between clinicians and the African American community,
research has also demonstrated the need for clinicians to change their understanding of racism.
Several authors have discussed the lack of inclusion of racism as a stressor in the criteria for
trauma diagnoses, such as PTSD (Bryant-Davis, 2007; Carter, 2007). Regardless of the client’s
racial or ethnic community, Bryant-Davis (2007) notes that, when appropriate, it is important to
consider experiences of racism as potential sources of traumatic stress in order to better capture
the significance of the individual’s experiences. Effects of racism, such as hypervigilance,
avoidance, dissociation, numbing, or emotional distress, are consistent with traumatic responses
and may further highlight the importance of the traumatic stress label (Carter, 2007; PolancoRoman et al., 2016). Additionally, clinicians must also change the ways in which they discuss
and respond to topics of race. They must give sufficient attention to racism, race-related traumas,
and race-related positive experiences and respond with validation, competence, and compassion,
as they would with other traumas and experiences (Bryant-Davis, 2007).
Avoidance and discomfort with the exploration of race-related topics such as racism,
discrimination, and positive race-related experiences can sometimes reflect a lack of awareness
or clinician bias. Bryant-Davis and Ocampo (2006) report that counselors should explore their
own racial identity; study the history, power, and privilege associated with differing ethnic
groups; understand the traumatic dynamics of racist events; and learn the recovery process.
Focusing on these aspects before meeting with ethnic minority clients, and during the initial
phases of treatment, may be helpful in strengthening client trust in the clinician. This work will
aid the clinician in identifying their own biases and exploring common racial experiences and
responses within different communities before addressing them with the client. These
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suggestions, however, are only initial steps in the therapeutic process. According to BryantDavis and Ocampo (2006), the following additional actions should also be employed: (a)
highlighting the idea that the clinician and client can have similarities as well as differences,
which are welcomed for discussion in therapy, (b) explaining one’s process and approach to
therapy, and (c) conducting a full assessment of trauma, which should include race-based
incidents of trauma. It is important convey a sense of openness and understanding of racial
differences and experiences in order to make the client feel safe to address topics such as race in
therapy (Williams et al., 2014). Without this sense of safety, clients may continue therapy
without bringing up these distressing or traumatic stressors or decide not to return to therapy.
Race-Based Trauma
When considering treatment, several researchers have suggested strategies for clinical
work with survivors of race-based trauma. Mainstream therapies and interventions such as
Cognitive-Behavioral Therapy (CBT), Eye Movement Desensitization and Reprocessing
(EMDR), and Prolonged Exposure Therapy, as well as unique and multicultural-informed
therapies and techniques including feminist psychodynamic therapy, storytelling, racial identity
development, and spiritual development, amongst many others, have been suggested for working
with survivors of trauma (Bryant-Davis & Ocampo, 2006; Daniel, 2000; Villena-Mata, 2002;
Wyatt, 1990). When addressing experiences with racism, however, it may be necessary to make
cultural adaptations to the pre-existing modalities in order to treat the individual. Williams et al.
(2014) outlines this process for providing Prolonged Exposure Therapy, with cultural adaptations
to African American survivors of trauma and race-based traumatic experiences, for treatment and
prevention of PTSD. Specifically, the cultural additions introduced were as follows: (a) inquiring
about race-based trauma, even after administration of trauma assessments, (b) addressing how
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racism can be a factor in the development of PTSD during the psychoeducation phase of
treatment, (c) spending extra sessions on building rapport and developing trust, (d) assigning
activities that incorporate situations related to race-based trauma and racism, ensuring that the
clinician has an appropriate level of comfort surrounding race before conducting imaginal
exposure, (e) acknowledging that racism may still take place but likely not to the extent of their
trauma, and (f) focusing on concepts that relate to Black American culture (Williams et. al,
2014). Clinicians should continue to research treatments such as these before providing
treatment, in order to further their knowledge about how to provide culturally informed care in
ethnic minority populations, which are likely to be impacted by racism and its effects.
Emerging Frameworks
Within educational and clinical contexts, multicultural curricula have been developed to
create and promote less Eurocentric methods of working with diverse populations (Harrell &
Sloan-Pena, 2006). Modalities, such as Womanist therapy, focus on the specific needs of the
Black community. This treatment modality acknowledges the failure of multiple styles of
therapy to include the intersection of race and the female gender and, instead, uses community
strengths and traditions, such as narrative models, bibliotherapy, biblical stories, group
counseling, and community resources, to treat African American women (Williams & Frame,
1999). New strategies have also been developed at the community level in recent years.
Community Healing Network and the Association for Black Psychologists conjunctively
developed the concept of Emotional Emancipation (EE) circles. These grassroots mobilization
efforts form safe spaces where Black people can work together to overturn the lie that they are
inferior (Grills et al., 2016). EE circles may serve as helpful adjunctive services for clients
struggling with issues of race-related stress or race-based trauma. While the aforementioned
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interventions and styles of therapy are few of many options, they all highlight the needs of the
individual in therapy and the larger community. Through intention, therapists may select an
appropriate style of therapy and interventions that are most compatible for African American
survivors of racism.
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Chapter III: Methodology
While the literature surrounding the impacts of trauma are plentiful, research examining
the impacts of race-based trauma and stressors is minimal. Notably, very few studies give space
for Black and African American individuals to discuss racism and their experiences in
counseling. To better inform the literature, this study seeks to understand the experiences of
Black and African American survivors of racism in counseling. Specifically, the study aims to
answer the following two questions:
1) What was helpful when race-based trauma and/or stress was discussed in therapy?
2) What was not helpful or appeared to be more damaging?
Participants
After approval to begin data collection from the Institutional Review Board (see
Appendix A), seven participants were recruited for this study with convenience sampling, via
placement of flyers (see Appendix B) within community clinics and private practice offices (see
Appendix C), as well as places of worship, barber shops, hair salons, and other businesses with a
large Black consumer base in the Greater Los Angeles and Orange County areas of California.
Sampling also occurred through online and social media postings on pages related to Black
health and wellbeing, as well as via snowball, or “word of mouth,” method. The initial interview
process took place over the phone, during which the interview process was described and the
individual was assessed for inclusion and exclusion criteria. Seven individuals were interviewed
for the current study; however, one of the interviews needed to be excluded as she disclosed that
she never discussed her experiences of racism with her treating provider. This resulted in a total
number of six interviews being included in the current study. Once participants were selected, a
formal, semi-structured interview took place via secure video conference calls on
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securevideo.com. In person interviews were unable to be conducted due to the impact of
COVID-19 health risks and related restrictions.
As criteria for inclusion, individuals had to be 18 years or older and identify as Black or
African American. The individual must have experienced a form of racism (i.e.,
microaggressions, discrimination on the basis of race, hate crime, etc.) and discussed an
experience of racism during a current or past course of personal counseling treatment.
Participants consented to an audio recorded interview for the purpose of the study. Those who
did not meet the aforementioned criteria were excluded during the initial phone screening
interview. Those who met criteria for the study and agreed to participate received $25 gift cards
as incentives for their participation in the study. A total of six participants were recruited for the
purpose of this study.
Procedure
Upon being contacted by interested participants, a digital copy of informed consent (see
Appendix D) and demographic questionnaire (Appendix E) were emailed to review, complete,
sign, and return digitally. The informed consent discussed the individual’s rights as a participant
in the study. It was noted that as a participant, one can choose not to answer any questions (see
Appendix F) they feel uncomfortable with or end the interview at any time they feel they do not
wish to continue. Additionally, the informed consent noted that the interviewer could use their
clinical judgment to stop the interview at any time if they feel the participant is distressed and
needs to discontinue or take a break. Participants were informed that their identities would be
kept confidential and that the information from the interview would be combined with other
narratives to support the research. Once participants agreed to the informed consent terms, the
interviews were scheduled for the process of data collection to begin. Interviews later took place
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via secure video conference platform due to the limitations and risks associated with the COVID19 pandemic.
Data Analysis
Phenomenological approaches to research are characterized as deep gathering of
information through qualitative studies that aim to examine individual experiences of the
individual (Lester, 1999). These approaches place an emphasis on the importance of individual
experiences and interpretations, which allows researchers an increased understanding of
subjective experiences from an individual’s perspective (Lester, 1999). For this reason,
phenomenological approaches are frequently used as a way to gain more specific understandings
of a group of individuals as opposed to using quantitative studies and generalizing the data to
larger groups.
Once the data has been gathered using a phenomenological approach, the researcher
summarizes the responses identifying common themes and/or issues discussed by participants,
researchers link the findings to previous literature, and then the implications are further discussed
(Lester, 1999). These steps are central to the process of the approach as this is where data
analysis occurs, in order to draw meaning from the participants’ responses.
This study utilized a phenomenological approach to data collection and analysis in order
to highlight the experiences of African-Americans who have experienced racism and have
attended therapy. The purpose of using this approach was to examine individual experiences of
racism and their preferences and struggles of discussing racism during the therapy process.
Cultural struggles, such as racism, can often be uncomfortable for therapists and clients to
discuss. Utilization of a phenomenological approach can allow clinicians to better understand
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experiences of those who attend therapy, and begin to explore best practices as well as pitfalls to
addressing and treating racism and race-based trauma.
Additionally, this study applied a “bracketing” method in order to control for the
researcher’s personal and emotional connection to the topic at hand. Tufford and Newman
(2010) describe bracketing as a method used within qualitative research to decrease the harmful
effects of preconceptions or biases related to the research project. More specifically, literature
suggests that bracketing be used when there is a close relationship between the researcher and
the research topic, in order to protect the researcher from the effects of examining emotionally
challenging materials (Tufford & Newman, 2010). For the purpose of this study, bracketing
consisted of acknowledging reflexivity, examining preconceived beliefs of the researcher
through self-reflection, creating dialogue with other lab members, and utilizing an additional
coder and auditor when analyzing the data.
Bracketing
When utilizing a phenomenological approach to qualitative research, it is also important
to consider the role that the researcher’s own identity and experiences have on the interpretation
of data. Although the intention of phenomenological approaches is to examine the personal
experiences of a group of people through their own perspectives (Coolican, 2014), the approach
also acknowledges that it is inevitable that researchers will interpret transcripts and data through
their own unique lens. To minimize the interference of bias and preconceived assumptions on
data interpretation, the researcher and coder for this study engaged in a process of bracketing,
due to the researcher’s choice to examine a topic that closely related to their personal
experiences.
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The researcher, coder, and auditor discussed their intersectional identities and related
experiences to better understand their connections to the topic of the study. The researcher and
coder both identify as biracial women, with identities including Black/European and
Black/Cuban. Within these identities, they reported different experiences of acceptance and
rejection by family members based on their skin complexion, family history, and cultural
background. Additionally, the researcher and coder both attended Predominantly White
Institutions (PWI’s) throughout their training in clinical psychology and described numerous
experiences with microaggressions, including challenges with Eurocentric beauty standards and
colorism amongst peers, professors, and supervisors. The auditor in this study identifies as an
African American woman, with personal and professional experiences with racial stress and
trauma, including in their clinical practice, academic research, teaching, and advocacy work. It
was noted that the researcher selected the topic of this study based on their personal experiences
of racism, family history, and the high prevalence of symptoms related to race-based stress and
trauma amongst her Black and African American clients. The coder for this study reported that
her decision to participate as a coder was based on interest and similar personal connections to
the topic.
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Chapter IV: Results
The Survivors of Racism
In this section, the six participants whose interviews were included in the study will be
described. To establish inclusion criteria, all participants filled out a demographic survey prior to
participating in an interview. Demographic surveys obtained by each participant, as well as
information obtained within the interview, will be used to describe each participant in the study.
All participants were over 18 years of age, identified as either Black or African American and
reported either a previous or current engagement in counseling services.
Participants
Participant 1. The first participant in this study was a 27-year-old self-identified Black
female. She further described herself as cisgender and bisexual and did not participate in a
religious, spiritual, or faith background. The participant reported that she earned an advanced
degree at the master’s level and employed as an “Actor” with an annual income less than
$35,000. She reported that she first sought mental health treatment from a psychologist for the
treatment of trauma, previous suicidal ideation and attempt, and relational problems. She was
unsure of the theoretical orientation utilized during this course of treatment.
Participant 2. The second participant was a 30-year-old self-identified Black, Egyptian
male. He described his marital status as single and identified as cisgender, heterosexual, and with
an Islamic/Muslim faith. He earned an advanced degree at the master’s level, was working
towards his doctorate, and employed as a “Case Manager,” earning between $60,001 and
$70,000. He began psychotherapy treatment with a Licensed Clinical Social Worker following a
romantic break-up and was unsure of the treatment modality used.
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Participant 3. This participant was a 32-year-old, self-identified Black, Haitian
American, male of the Christian faith. He was married and identified himself as cisgender and
heterosexual. He also had an advanced degree at the master’s level. He described his job as a
“CEO/Founder” and reported that his annual household income (combined with his spouse) was
greater than $100,000. He sought mental health treatment from a Licensed Clinical Social
Worker for race-related depression and trauma, and his provider used a Cognitive Behavioral
Therapy approach throughout his treatment.
Participant 4. This participant was a 27-year-old self-identified Black female. She
described herself as cisgender and heterosexual, and she identified with the Christian-Baptist
faith. She earned an advanced degree at the master’s level, was employed as an “Early College
Coordinator,” and chose not to disclose her annual income. She sought mental health services
based on a history of depression, adjustment difficulties, and race-based stress caused by
workplace racism. She was unsure of the type of mental health professional she saw but knew
that she was treated through a psychodynamic lens.
Participant 5. The fifth participant was a 30-year-old, self-identified Black/African
American, cisgender, female. She was married, identified as heterosexual, and practiced a
Christian faith background. She held a bachelor’s degree, was employed as an
“Accountant/Administrative Assistant,” and earned a combined annual income with her husband
between $35,000 and $60,000. She sought mental health services due to grief and loss, stress,
and family relational concerns. She indicated that she was unsure of the type of clinician she saw
and did not know the treatment modality used.
Participant 7. The final participant was a 25-year-old self-identified Black/African
American, cisgender, male. He described his marital status as single and further identified as
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heterosexual. The participant noted that he was of the Christian faith. He held a bachelor’s
degree and was working on obtaining a master’s degree. He noted that he was employed as an
“Adult Outpatient Mental Health Specialist” and earned an annual income between $35,000 and
$60,000. The participant reported that he first sought mental health services from a Marriage and
Family therapist due to a history of depression, bullying, and grief and loss. He indicated that he
was unsure of the theoretical orientation used throughout his treatment.
The participant sample reflected individuals from several ethnic backgrounds, a balance
between male and female genders, and a wide range of income-levels. Participants sought
therapy for a variety of presenting concerns. Although the sample was diverse in many ways,
there were also several notable similarities within the group. Four of six participants identified
with a Christian faith background, which is consistent with much of the literature about the Black
American community (Harrell, 2000; Hays, 2009). Additionally, all participants had obtained a
minimum of a college degree, with most having obtained a master’s. Thus, the sample
population had a higher educational level than the average Black American. Similarly, the age
range represented within the sample is limited from age 25 to age 32, which limits the ability to
capture generational differences.
Interview Themes
The purpose of this study was to analyze the experiences of Black individuals discussing
racism in therapy, in order to inform clinicians of potential therapeutic pitfalls and promising
practices. The researcher used a semi-structured interview format with categories including
race/identity, experiences of racism, therapeutic experiences, and therapy recommendations (see
Appendix C). Throughout the interviews, several themes emerged within each category.
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Racial Identity
As racial identity was discussed throughout the interviews, several subcategories began to
emerge: (a) racial socialization, (b) multiple identities, (c) acceptance, and (d) development.
Participants noted that these subcategories all contributed to their overall racial identity. Each
topic is discussed further below.
Racial Socialization. Many participants spoke about the role that their parents played in
their understanding of racism, and their ability to cope with race-based challenges. Of note, it
appeared that male participants within the study had more explicit conversations than female
participants about racial identity and experiences of racism. For example, Participant 7 described
conversations at home with his parents, which aimed to boost his pride and confidence in his
skin color and combat comments he would eventually hear from his peers. He stated:
Having my parents tell me “No, your skin is beautiful,” helped out a lot. Now, I can
shake those things off and wear it with a lot of pride…and I think it's helped me in the
workforce where the reality is, there's a lot of little subtle microaggressions, little subtle
racism, things like that. You have to shake them off, as sad as it is, just because that's
what society is. And for us to be able to do our jobs and to move up, there are certain
things we have to be able to overcome and move past, so it's helped with that.
Participant 3 also described conversations with his mother about race, which aimed to
celebrate difference and minimize shame. He recounted his first memory of these conversations:
First day of kindergarten, I’ll never forget this. And I thank her for doing this. My mom
pulls me aside and says, “Just remember that you’re different,”…I think my parents did a
really good job at making me know my worth and teaching me that even though I’m
different, it doesn’t mean that I’m less than…. So, I’m not surprised when I’m passed up
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for an opportunity or when someone says some silly stuff like, “You speak well,” or
“You dress well.”
Although racial socialization for some may present as increasing self-confidence and
evoking pride in one’s background, another important aspect is discussing the harsh reality of
racism faced by the Black community. Participant 2 described frank comments by his mother
about unfair treatment he will encounter from others. He reported:
It reminds me of something my mom always says to me and my brother. She says,
“Yeah, they can do even worse than you. And guess what, they'll get away with it, and
you won't get away with it.”…. Any time, in terms of staying out late or stuff like that or
even breaking little rules, she would say, “No, no, no, no, no. You cannot. They will get
away. You will not. You’ll wind up in jail. You will get the charges. You will be the
one.”
Conversely, only one female participant described conversations with her parents about
racial identity or race-based stress. However, she reported that the conversations were r
confusing and vague. When describing the interactions with her parents, Participant 5 stated:
When I was growing up, my parents would always tell me one day I would understand,
because sometimes I would be telling them a story, and they would ask the race of the
person I was telling the story about. It would always throw me off. I remember it would
make me so mad, I'm like, “Why does that even matter? What does that have to do with
anything?” And as a kid growing up, it was weird because it’s like they were raising me
to not see color, but then during certain situations, they would ask me questions like that,
and it confused the heck out of me because I'm like, “Well, wait a minute, why are you

25

even asking that? How is that relevant to anything that I'm saying?” And they're just like,
“Well, one day, you'll understand, because you're Black.”
Participants’ experiences of racial socialization during childhood is consistent with
literature about racial identity development. Many studies examined the impact of racial
socialization and found that racial socialization strengthens identity development for Black
American children and adolescents (Harrell, 2000; Lee & Ahn, 2013; Neblett et al., 2009; Scott,
2003; Seaton et al., 2012). Literature also supports the trends identified in this study that racial
socialization differs for girls and boys (Davis Tribble et al., 2019; McHale et al., 2006;
Winchester et al., 2022). However, specific differences and reasoning appear inconsistent across
the literature. Several studies documented that in regard to racial socialization, Black girls report
receiving more messages from parents about racial pride but also seem to carry more internalized
racism (Davis Tribble et al., 2019; Winchester et al., 2022). However, consistent across all
studies, racial socialization is highlighted as an important aspect of Back racial identity
development.
Multiple Identities. Participants discussed aspects of various forms of identity across the
six interviews. Each individual spoke about the importance of holding multiple identities
simultaneously, and the resulting challenges or benefits they experienced as a result. These
included conversations surrounding ethnicity, gender, religion, and various micro-cultures they
described as impactful to their racial identity. Although all participants self-identified as racially
Black, there were differences across ethnic backgrounds and other forms of identity. Throughout
the interviews, participants discussed the ways in which they simultaneously navigated multiple
aspects of their identity in therapy as well as in their everyday lives. For example, Participant 1
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spoke about how cultural expectations for women influences her response to racism at times. She
noted:
There’s also some self-doubt like, “What if they were trying to be nice?” Or what if I was
like, “Really? You can’t ask Black people that,” and then it hurt their feelings or
something. I don’t know. But that probably has to do with being a woman. You’re
supposed to be nice to everyone.
When discussing the decision to attend therapy, Participant 4 reported that she began
searching specifically for a Black therapist. However, she stated that once she found a therapist
whom she felt would be a good fit, she began to realize that she had not considered the role that
intersectionality might play. Within her interview, she described the process of readjusting her
expectations for having a racially matched therapist. She stated:
I also realized that being Black is not a monolith; we are all not the same. I realized that,
yes, although I was searching for a Black therapist, some Black people grew up
differently financially, socially, or regionally. So, I was realizing that as I was going to
therapy, and I was like, “Shoot. I picked a Black therapist, and I like them, but they're
different. I don’t know if they understand me. I'm not even from this side of the country,
and they just seem like they grew up differently, or they were socialized much differently
than me.”
Similarly, Participant 3 described a moment in therapy when his Christian values differed
from his experience and reactions as a Black man. When discussing his therapist’s comments to
him about forgiveness towards police officers who murdered his friend, he stated:
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It made me angry and personally, taking off the Christian hat, I don’t think there will ever
be forgiveness. And if I’m going to be truthful, I think seeing that officer locked up
would be the minimum that should happen to him, to be honest with you.
Responses from participants highlight the process of navigating conflict within identities
for clients, as well as limited responses from clinicians to acknowledge multiple client identities
within the therapy process. Although there appears to be a gap in literature surrounding the
process by which individuals navigate conflicting beliefs tied to intersectional identities, identity
development models for biracial/multiracial individuals may help in understanding this process.
Many identity models exploring biracial identity of various different racial groups have
identified an “alternating” category, by which individuals alternate back and forth between
cultural frames according to situation (Hong et al., 2000; Huynh et al., 2011; LaFromboise et al.,
1993; Phinney & Devich-Navarro, 1997). This cultural frame switching was also evidenced by
participants in this study as they alternated across identities of race, religion, and gender.
Similarly, participants discussed aspects of intersectionality, wherein multiple of their marginal
identities were compounded to discuss their concerns. These method of describing concerns is
consistent with an intersectional approach, which examines interactions between the interactions
of multiple socially constructed categories that lead to unequal treatment (Seaton et al., 2010).
Acceptance. Acceptance was one of the most strongly identified topics regarding racial
identity discussed amongst participants. While each participant’s experience was different, they
all described feeling distanced or rejected by their peers in various settings.
When discussing challenges amongst White peers, several participants described
loneliness, confusion, and tension. For example, Participant 4 described differences between
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growing up in a multicultural area, and then feeling rejected by her White peers while attending a
predominantly White college. She noted:
I realized that racist people are out there, and they will treat you differently because of
your skin color, your hair texture, and it wasn’t until then that I just felt kind of off.
Everywhere I went, I was used to people liking me and being friendly. Feeling that
coldness for the first time was very out of body. I couldn’t explain what was happening.
Participant 1 stated:
I think I just feel like I’m not a part of the group, and that’s a feeling of pretty much my
entire life. But it just sucks when it has to do with race, because then you start thinking,
“Do they think they’re better than me?” What is this disconnect here? Because they don’t
actually really know me.
In addition to race-related challenges with out-group acceptance, most participants also
discussed challenges with in-group acceptance amongst Black peers. For some, they reported
that others were dismissive of them based on cultural differences within the community. For
example, Participant 1 stated:
In undergrad, when I was there, people were telling me that I wasn’t Black and basically
that I was white. I wasn’t Black enough, because I didn’t really know the slang or the
culture, like music, movies, all that kind of stuff. And I was just kind of made fun of
because of that.
Colorism and intersectionality were also factors reported as impacting acceptance
amongst Black peers. For those with lighter complexions or differing ethnic intersectional
identities, they often reported a lack of inclusion. Participant 5 described the observation:
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With the Black kids, I noticed growing up, there was always some type of division
between the mixed kids or the light-skinned kids and the dark-skinned kids. Even within
the Black community, I felt like there was colorism and people still trying to figure out
where they fit in.
Participant 5 later described her own experience with colorism based on other’s
assumptions that she was multiracial/multiethnic. She noted:
I've experienced colorism within the Black community, especially when I was little, like
being picked on for not being darker, being made fun of because they thought, “Oh, she's
mixed,” which wasn't acceptable to them. Even when I turned and told people, “This is
not the situation here,” it didn't matter. I found myself constantly in situations where
people would tell me what my race was, and it didn't matter what I said. But it just got to
the point where I just thought, whatever you want to think I am, okay.
Participant 2 described a similar set of experiences based on his Egyptian heritage.
Despite having two Black parents, one of whom is African American and one of whom is
Egyptian, he noted that other Black individuals often rejected his Blackness. He commented:
With Blacks, I feel like at times, people don't paint me for Black. And so, sometimes, it's
like, I have to prove it to them. But I don't necessarily feel like I ever do. Recently, I was
dating this girl, and because it was Black History Month, she would tell me, “It's only
half your month, because you're Egyptian and Black.” And I’d say, “Egyptian is Black.”
She told me, “No, you’re not.”
Colorism was described by participants with darker skin tones as well. For example,
Participant 7 spoke to the challenges that presented with a combination of cultural differences
with Black peers, in addition to having darker skin. He stated:
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I dealt with things like being called Oreo or things of that nature, especially early on. I
had a friend group of all White kids because that’s what was around. There was literally
one other Black kid in my school. So, once you got to middle school, it merged a little
bit. I was hearing things I hadn't necessarily heard before as far as being made fun of for
my skin color. And it was weird just coming from other people of my ethnicity, because I
was expecting to be welcomed a bit more, and it wasn't necessarily like that. It was a bit
of a culture shock.
Participants throughout the interviews described a lack of acceptance beginning during
childhood. Many recounted experiences in which they were rejected by peers of different
cultures, as well as by other Black individuals. While there is limited research surrounding the
topic, both in-group and out-group acceptance has been discussed within the literature. For
example, Seaton et al. (2009) suggest that ethnic minority youth often experience racism and
discrimination during childhood. Other studies show that it is common for Black individuals to
be discounted or rejected by other Black individuals, for reasons including immigration status
(Whittington et al., 2021), colorism and social context (Harvey et al., 2005), and
multiracial/multiethnic identity (Franco & Franco, 2016; Franco et al., 2016).
Development. Many participants described a process through which they discovered
their current views on their racial identity. Overall, the development described by participants
seemed largely influenced by the aforementioned factors of racial socialization and
intersectionality, which led to their understanding of history. Across interviews, when describing
their current identity, all participants reported feelings of pride. For example, Participant 3
described a sense of pride associated with Blackness and Haitian heritage, based on the
resilience rooted within the culture’s history. He stated:
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I think Haitian people just have a sense of pride about their culture, their heritage. We’re
the first Black independent nation to gain their independence from a European power. So,
I carry that with me. I don’t think it’s right to separate myself from Black and African
American—we all fall under the same spectrum. But there is that sense of pride from
being Haitian, if you will.
Participants who identified as African American reported a similar sense of pride. For
example, Participant 4 cited that her sense of pride stemmed from her social context. She stated,
“I grew up around Black people. I've always loved being Black. I feel good about my identity as
a Black person. I've never wanted to be anything else other than Black. Yeah, I love it.”
Conversely, Participant 5 described her struggle to develop pride in her Black/African American
identity. She stated:
The times where I was reminded I was Black, it was a negative thing, like, being
followed in the store. Or even at school, Black kids have it so hard, and the school system
doesn't even realize that. K-12, you're learning about the American hero, and you're not
even learning the right story. And then any time that Black culture is brought up in
school, it's always linked to slavery. So, for a little kid growing up, that's what you learn
your identity is from; I descend from slaves, and that's it. That's what you get, not I
descend from kings and queens from a different land, a different nation. We had our own
language. We had our own community. We had our own currency. We had our own
hierarchy. We had all of these systems in place. And even if you don't identify as African
American, just being Black in general, there's power in your ancestry. And Black kids
don't have that.
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When discussing the development of one’s racial identity, participants acknowledged
upbringing and knowledge of Black history across interviews. These findings are reflective of
previous research surrounding racial socialization, Black history knowledge, and racial identity
development. For example, research by Adams-Bass et al. (2014) found that in a sample of
African American youth, those with higher Black history knowledge were better able to identify
stereotypes and less likely to endorse negative stereotypes as valid representations of Black
people (internalized racism). The study also suggested that Black history was strongly associated
with racial socialization and racial identity for Black youth, which is consistent with racial
development described by participants.
Experiences of Racism
Consistent with the inclusion criteria for the current study, all participants reported a
history of personal experiences related to racism. In addition to the experiences they discussed
with their therapy providers, the participants also discussed numerous other encounters with
racism throughout their lives. Across interviews, themes of police encounters and
microaggressions arose as types of experiences with racism. Themes of emotional responses to
racism were also highlighted by interviewees. Additionally, the participants spoke about the use
of community support and expressive arts as methods to cope following racist experiences.
Police Encounters. When describing personal experiences of racism, more than half of
the participants reported negative encounters with the police as their most salient confrontation.
Each narrative described an incident of police misconduct with elements of racial profiling and
intimidation. Many participants described feelings of confusion and reported that their
encounters began with minor traffic infractions, which were met with overreactions by police.
For instance, Participant 7 recalled, “I got pulled over for a rolling stop and had five cops roll up
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on me, and I was like, ‘Why? What's going on here?’” Similarly, Participant 5 felt fearful and
confused after a traffic violation which resulted in being pulled over. She stated:
They blocked us in, and my husband went to get out of the car because technically, we
hadn't been pulled over. There were no lights, no sirens, they didn't say, “Hey, pull over,”
or “Stay in your vehicle.” But it was obvious that something was happening…when my
husband tried to get out of the car, they started yelling at him to get back in the car and to
not move as if we were being detained for something…. It made me wonder, if we were
White, would this have happened to us? I was terrified. I couldn't trust it. I immediately
felt like crap.
Participant 3 also described his fear connected to an overreaction by officers during an
interaction with the police. He reported that his encounter was an incident of police brutality
involving himself and several friends. He stated:
I had a friend who was shot and killed by a police officer, and I was there for the
incident…. There were police officers who drew their weapons on us…who were literally
laughing and telling jokes, as my friend bled out. After the whole situation, the city where
this police officer was working at was named police officer of the year. After that, we had
to go to court to seek justice for him and deal with the corrupt justice system. Dealing
with a corrupt judge who wouldn’t allow our side of the party to mention certain things.
Participants reported narratives that revealed tension between the Black community and
the police. This has been well documented within the literature and is also reflected in current
events, such as the murder of George Floyd, Ahmaud Arbery, and Breonna Taylor. Research
surrounding the topic demonstrates that the Black community consistently reports high rates of
negative police contact, including harassment, police brutality, and poor service to 9-1-1 calls
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(Payne et al., 2017, Weitzer et al., 2008). Recent studies also document the disconnect between
law enforcement officers and the Black community, with findings that police officers do not
believe that tension exists in part due to violence initiated by law enforcement officers (Calvert
et al., 2020). Notably, in this study, participants discussed similar difficulties, including
overreactions by law enforcement officers, which evoke feelings of fear, confusion and anger.
Microaggressions. All participants reported difficulty with microaggressions in various
settings. Many reported that microaggressions at school and in the workplace were the most
difficult to manage, due to limitations on their ability to respond and still be considered
professional. For example, when describing interactions with her peers in school, Participant 1
stated:
I think most of the discomfort that I had was in the form of jokes. People would tell racist
jokes all the time, and if I were ever to get irritated with someone or visibly become
upset, then people would always be like, “Oh, she’s about to act Black,” and it was kind
of like this warning like, “Oh, she’s going to act Black.” And I was just standing there
kind of frustrated.
Similarly, Participant 4 also discussed frustrations in the workplace. She stated that
several comments have been made which suggest perceptions about her intelligence. She noted,
“I would just say just in the workplace and educationally…. People don't expect me to be
educated, or I guess me having a master's degree is a surprise, which I don't know why.”
For Participant 4, her most difficult experiences with workplace microaggressions
involved situations with her boss. She reported, “I just noticed it was always a harsher response
or harsher tone towards the Black people or people she just didn’t really like.” Lastly, Participant
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3 also spoke to these workplace challenges, while further identifying a need for intervention in
this area. Specifically, he stated:
There has been microaggressions and racism that I’ve dealt with going up the corporate
ladder. I actually think that could be a very good niche service—counseling for minority
corporate professionals. I think that’s needed, because we get to a point in our career
where we start experiencing imposter syndrome. We start feeling like there is a ceiling,
which people of other cultures don’t really experience. I think that would be a wonderful
niche if that started to be addressed.
When discussing microaggressions, most participants discussed occurrences of
microaggressions in academic and occupational settings, which is also emphasized within
research. These challenges with microaggressions are based on unwelcoming environments,
which are influenced by institutional racism, and limited diversity of employees in high positions
of power (DeCuir-Gunby et al., 2020; McCabe, 2009). The literature describes microaggressions
in the workplace as being primarily microinsults, including ascription of intelligence,
assumptions of criminality, and pathologizing cultural values/communication styles (DeCuirGunby et al., 2020). Research supports that microaggressions impact African Americans
throughout the entire educational pipeline and have a negative effect on mental, physical, and
emotional wellbeing, which can also impact their academic performance (Parsons, 2017; Smith
et al., 2020). Additionally, increased racial microaggressions were predictive of lower job
satisfaction for African American individuals (Smith et al., 2020). Participant responses in the
current study also reflect job dissatisfaction, difficulties in academic settings, and a desire for
mental health intervention to mitigate the impacts of microaggressions, all consistent with
documented concerns (Parsons, 2017; Smith et al., 2020).

36

Emotional Responses
Throughout the interviews, participants described their emotional responses to racism.
Although physical and somatic symptoms varied, themes of anger, confusion, anxiety, and selfdoubt/doubt related to racist experiences emerged as being the primary responses in the
aftermath of racist encounters. For instance, Participant 2 stated the following when describing
his reactions:
My heart is racing, my palms are sweaty, I'm alert, I feel like I can hear my heart
pounding in my chest a lot of times, and I feel like my ears are ringing…even to the point
that sometimes it makes me sick to my stomach. I feel like I'm nauseous, or I have an
instant headache that comes on. But with that, it ends up like anger and like confusion.
Similarly, Participant 5 described anger and confusion when witnessing acts of racism or
experiencing it first-hand. She noted:
I'm angered, because I literally can't understand why someone would want to kill
somebody or hurt them or basically erase them off the face of the earth because of
something that they literally have no control over. So that's usually my first immediate
response is just anger, and I guess you could say confusion. Because I'm the type of
person where I try to put myself in other people's shoes to understand as much as I can,
and that's just something I can never—I don't see a justification, ever, to just hate
someone because they're Black.
Participant 4 described the mental process of working through her emotional responses.
She reported:
For me, it's always been a mental battle. I've always felt gaslit. I've always questioned—
when racism happened to me, I would question my reality or question, oh, did they really
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mean that, try to give the benefit of the doubt. Some anxiousness, some anger because
there's times I catch it, and there's words I want to say back, but I don't have the words in
the moment. But for the most part, it's been a mental battle. I guess being gaslit is the best
way to describe it.
Participant 1 described a similar process wherein she questioned her thoughts and
emotions related to a situation. She stated:
I’ve tried to think of comebacks, like, “Oh, what can I say next time?” But every single
time it happens, I just—it’s almost like a fight, flight, or freeze kind of thing, and I don’t
want to be rude, but then after the fact, I wish I was rude so that they would know that it’s
not okay to say that. And then there’s some self-doubt, like “What if they were trying to
be nice?” Or, “What if I was like “Really? You can’t ask Black people that,” and then it
hurt their feelings or something.
Although several emotional responses were reported following a racist incident, the most
common responses in this study were feelings of anger, fear, and confusion. The relationship
between negative and vulnerable emotional states, including but not limited to emotions of
anger, fear, sadness, and confusion in the aftermath of a racist experience, is well documented by
researchers (Brondolo et al., 2008, 2009; Broudy et al., 2007; Carter & Reynolds, 2011;
Catagnus et al., 2021).
Community Support. One of the most common ways that participants described caring
for themselves after an incident of racism was through community support. They reported that
speaking with friends, family, and other people in the Black American community was a method
they used prior to attending therapy and after learning new coping techniques. Many described
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community support as being extremely helpful in reducing race-related stress. For example,
Participant 2 stated:
I do a lot of meditation, but I also have a group of friends, or even now, my mom and
stuff like that or my brother and my sister-in-law, that I could talk to about things that
really upset me in terms of encounters of racism that I have.
Participant 7 described a similar use of family support, but also noted the importance of
adjusting his expectations for responses from his support system. He stated:
I feel, particularly for those types of issues, I have experts already in those fields, like
with my parents. I know they're not therapists, and that's something I had to learn as well,
that they're not necessarily going to empathize or understand the same things or respond
the same way, but I'd rather have their experience.
For some participants, use of community support was reported, but described as
discussing race-based difficulties with Black friends, family, and mentors when feeling they had
no other options. Although the support allowed space for venting, participants described feeling
that their emotions were not resolved. For example, Participant 4 stated:
Once I became more comfortable with sharing experiences, I would talk to friends, talk to
family, talk to my mentors. That was pretty much because I felt like, I didn't have a
solution to remedy it. So, I just kind of left it there.
Conversely, some participants reported that when they use community support to cope
with symptoms of race-based stress or trauma, they are left feeling disappointed by the responses
they receive. For example, Participant 1 described a situation wherein she felt that her experience
was minimized by a family member. She stated:
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I remember talking to my sister. We were in a hotel, and some White lady was like, “Oh,
I love your hair. Is it all yours?” And I came back to the breakfast table, and I was so
mad. And I was like, “What is it with all these white people asking us if our hair is real? I
can’t believe they have the audacity to say that. It’s so annoying.” And she basically was
like, “Well, she didn’t mean anything by it,” and basically defending the lady, and I was
like, “Never mind.” And I was just really mad. So that’s kind of how I deal with it is just
to tell someone about it or just be upset about it.
Participant 5 also spoke about challenges when discussing race-based incidents with
loved ones. She noted:
You're in that moment and then you're out of that moment, and it still stays with you. You
still think about it, and you're still, like, “Are you serious right now? Did that really just
happen?” Then wanting to talk to your family and friends about it, but then sometimes
that turns into, everyone's outraged and “is this really helping my emotional state right
now, or is it just getting me even more amped up and then I have a group of my loved
ones all pumped up?”
While the use of social support from other Black individuals was reported as being
helpful by some participants, others described it as being unhelpful or adding to their level of
distress. The variability of this coping method is also reflected in other research on this topic.
Use of a community support network is consistently described as a coping method employed by
Black individuals following a racist encounter (Ajrouch et al., 2010; Franklin, 2019; Scott,
2003). However, when examining the value of community support, Ajrouch et al. (2010) found
that support helped provide some protection from everyday stress but did not offset the acute
distress brought on by day-to-day discrimination.
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Expressive Arts. Throughout the interviews, participants repeatedly mentioned
expressive arts as a method of coping in the aftermath of race-based stress and trauma. For all
who discussed the method, it was described as being central in their healing process. Notably,
Participant 3 described feeling deeply connected to a specific music album. When discussing
coping in the aftermath of a traumatic police encounter, he stated:
I locked myself in my college dorm room, and I listened to Kanye West’s “My Beautiful
Dark Twisted Fantasy” believe it or not. Everyone who tried to talk to me, I felt like they
didn’t understand…I really connected with Kanye’s album and that next album that they
created.
Participant 7 also described music as being a central part of his healing process, in
addition to many other forms of expressive arts. He noted:
I write it out, and I normally will share it somewhere for the world to see, have a dialogue
about that to a certain degree. And then the last piece are just poetry and music. I'm a big
poetry guy. There’s a YouTube channel that has all these great spoken word poets that
always had fantastic poems about police brutality and just about racial issues and things
of that nature. So I have these poems that I go to and I can connect with when I'm feeling
that way, and they help me process it, help me grieve it when I need to of cry it out or
things of that nature and move forward. So those were the big pieces for me back then
and still to this day, even with the therapy.
Multiple participants described helpful coping techniques utilized outside of the therapy
space, including the use of expressive arts. These techniques appear to be a topic that is
minimally documented within the literature with regard to race-based stress and trauma. One
recent study found that music was a common preferred coping mechanism within a sample of
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young Black men struggling with race-based stress and trauma (Bauer et al., 2020). However,
there is a lack of further available research examining this topic. When considered more broadly,
as an aspect of strengths based coping within the Black community, the literature offers some
support. For instance, strengths-based coping is often described as an imperative aspect of
therapy when discussing wellness in the Black communities (Harrell, 2000; Hays, 2009). These
strengths-based techniques are typically noted broadly, with only few examples such as
spirituality. Results from this study suggest that expressive arts may be an additional strengthsbased coping method applied within the Black community.
Therapy Experiences
When discussing therapy encounters, participants described their expectations prior to
beginning treatment, which were sometimes, but not always, met. Additionally, they reported
various therapy experiences that were positive, reflective of promising practices for clinicians to
follow, or negative, described as pitfalls to avoid.
Expectations. One important aspect of each individual’s reported therapy experience was
their expectations for therapy. Several participants discussed expectations about how their
therapists would look and how their looks would contribute to the ability of the therapist to
understand and respond. For example, most participants reported initial preferences for a Black
therapist, based on expectations. Participant 4 stated, “I thought having a Black therapist—
somebody who looks like me, who identifies as Black—I thought that was important because to
me, I'm like, ‘Okay. I won’t have to explain so much.’” Similarly, Participant 7 reported that
despite recognizing a need for counseling services, his expectations about the therapists
prevented him from seeking a therapist. He reported:
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I probably walked in to the counseling center to get services maybe four, five separate
times and never signed up. The idea that I'm going to get some old, White dude that's
never going to understand what I'm going through or understand my situation or
understand what therapy is like—what are the chances I'm going to get a therapist that's
going to be even remotely like me or is going to understand me? I talked myself out of it
every single time. That was how I went through undergrad.
Participant 3 described similar concerns about therapists, regardless of racial background,
being able to understand his experiences with race-based trauma. He noted:
I didn’t think a therapist would understand what I was going through, how I was feeling.
Even my closest friends, my roommates at the time, I don’t necessarily think that they
understood. And even though I’m in the counseling profession—like I got my master’s in
mental health counseling, bachelor’s in psychology—I still felt like this was something
that I was just going to have to go through myself. I don’t know if it was the shock, I just
didn’t, I had no enthusiasm to reach out to someone.
Despite their initial positive and negative expectations, many participants reported that
their experience did not match their initial beliefs. For instance, Participant 1 discussed having
positive expectations for her therapist, which she was later disappointed by. She noted:
It sucks because you’re hopeful that you’re going to get therapy to have someone to talk
to about this, and they’re going to help me professionally. And then it’s like, “Oh, that’s
not going to happen.” And then you don’t feel as safe and understood about certain
things. And then you’re kind of wondering, well, should I have another therapist? I don’t
know. If a therapist doesn’t respond very well to you talking about racism, you take it
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personally. And you’re like, I’m Black, so if we can’t talk about race and if you don’t
understand that, you can’t understand me.
Participant 4 reported that despite having a Black therapist, she realized a need to adjust
expectations for what her therapist was able to offer in sessions. She stated:
I was seeking more of a professor, a teacher. What do I do in this situation, or what is
this? If somebody does this, what can I say back? How do I address that? I was looking
for more of like a mentor, a teacher, a professor, or something or somebody who's trained
in racism trauma or something. She’d never cut me off. She just asked me questions and
see how I felt about things. If she did have something to say, it was something very
gentle, very light. I could tell that she would allow me to unpack it, but I don’t think she
was equipped with the skills to train me through that, which is I think is a good thing,
because I don't think you're supposed to be a therapist to somebody in something you're
not trained in. So, I guess I respected that.
Conversely, some participants reported that they were surprised that they were able to
connect with therapists, despite their differences. Participant 3 reported:
That first session, I admit it, it lasted 15 minutes. I was like, “Listen. There’s nothing that
we’re going to talk about.” I gave him the name of my friend. I gave him timeframes and
when things happened. I literally gave him homework to do research and present it in a
way where I felt like he actually gave a shit about helping me. And then we can have a
conversation. So, he really had to do his homework to build trust. And once he did, I
opened up, regardless of things.
Across the interviews, many participants reported that they held several expectations
about therapy and providers’ ability to understand and help them. Although the expectations held
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by each participant differed, their expectations were a barrier in treatment and often did not
match their experience. This is consistent with findings of Thompson et al. (2004), which
suggested that in a group of African American participants, many expected psychologists to be
older, White males who could not be understanding of the economic and race-based realities they
faced.
Pitfalls. Throughout the interviews, several pitfalls for working with Black American
clients struggling with race-based stress or trauma were identified by participants. The following
themes emerged: (a) challenging experiences of racism, (b) colorblindness, (c) ethical
violations/inattention, and (d) cultural countertransference.
Challenging Experiences of Racism. When discussing experiences of racism during
counseling sessions, several participants reported that their therapist questioned their experience
as potentially not being related to racism, and this frequently added to the distress experienced by
the individual. Participant 2 described this experience during his interview, and he cautioned
therapists by stating:
I would say not to challenge your client, because you're actually hindering them. And I
think that a lot of times when we experience racism, we think, “Did that happen?” Even if
it's a microaggression. “Was that really racist? Is that what you’re saying?” So
sometimes, when we’re being vulnerable enough to bring that into the room, the worst
thing you can do is make it seem like they’re crazy or that they’re blowing something out
of proportion.
Similarly, Participant 4 discussed the importance of allowing the individual to define and
characterize their own experience. She stated, “Don’t tell anybody what their experience is. Just
listen. Don’t try to—I think they know this already—don’t try to fix it, but just hear it, whatever
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it is.” Participant 1 discussed the role that minimization plays when challenging one’s experience
of racism. She warned:
Don’t talk about how the aggressor didn’t mean it or maybe it wasn’t that bad or
whatever. It doesn’t matter. It doesn’t matter. To me, impact is so important. People need
to know that if they do or say a certain thing, it might affect someone negatively.
Many participants cautioned clinicians about attempts to challenge their experiences of
racism or the intentions of the perpetrator. This is a phenomenon described throughout the
literature when discussing cross-racial therapy. Chang and Berk (2009) relate the experiences to
a concept known as microinsults, wherein the individual challenges the experiential reality,
thoughts, or feelings of a person of color by excluding, negating, or nullifying their described
experience. Additionally, the research discourages clinicians from questioning whether an
individual or family may be misconstruing their experiences and considers it to be harmful to the
therapeutic process (Constantine, 2007; Kelly et al., 2020). According to Sue et al. (2007),
denying or challenging a client’s experience with racism may be a factor in treatment dropout.
Color Blindness. Two of the participants discussed frustrations with therapists ignoring
their cultural background. Both participants reported that these frustrations presented after
experiences where the therapist did not successfully address challenges with racial stress.
Specifically, Participant 2 interpreted his experience by stating:
It’s almost like you want me to leave part of myself outside of the door, but then you're
like, be honest with me, right? It's like this Freudian concept of, we bring our
representation into therapy. But we're not bringing our whole self.
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Participant 4 reported similar frustrations. After taking a great deal of time to find a
racially matched therapist, she received responses based on colorblind therapy treatments. She
stated:
I really like my therapist, and I would just challenge her. I'd be like, “Can you stop with
the script? I’m a Black woman.” I literally said this. I was like, “I know you’re trained.
All those psychology theories, they’re written by White men, most of them. I’m a Black
woman. I know White men don’t know anything about the life that I live. You’re a Black
woman. You have some experience with working with women of trauma in the inner city.
Stop with the script. Help me.” And I really went to that limit.
One third of participants in this study reported concerns that their therapist struggled to
provide therapy that considered their cultural reality and context, which impacted their overall
satisfaction with the therapeutic relationship. Research suggests that when working with African
American counseling clients, the therapists’ level of color blindness was directly related to their
capacity for empathy, and also their level of attribution of client responsibility for solving their
own problems (Buckard & Knox, 2004). However, studies note that despite use of this approach
by many clinicians, a color blind approach could have profoundly negative effects on the therapy
process when working with African American clients (Constantine, 2007).
Ethical Violations/Inattention. Two of the participants reported receiving low quality
mental health treatment. For both participants, the main factor negatively impacting treatment
was a lack of attention by the therapist during session. Participant 1 reported:
There were several things. Honestly, I think she needed to retire. I think she would mix
me up with other clients, because she’d be like, “Oh, how’s Roy?” And I’m like, “Who’s
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Roy?” Or I would talk about someone we talked about before, and she couldn’t really
remember. Sometimes she’d be falling asleep a little bit.
Similarly, Participant 2 reported that his therapist was not fully present during sessions.
He stated:
He often does his notes when we're actually in therapy together; but he doesn't do my
notes. He's doing the previous clients’ notes. If I'm sitting here talking to you, and I'm
doing somebody else’s notes, I can only be with you a little bit of the time. I would have
loved to have somebody who gave me their full attention, but he’s like, “I’m so
swamped. This is what we have to do.”
Two of six participants also reported that their therapist engaged in behavior consistent
with ethical violations. These violations, described by participants, included their mental health
provider being inattentive during therapy sessions, thereby diminishing the quality of therapy.
This speaks to the well-documented issues with the quality of mental health services provided to
ethnic minority clients, including those who identify as Black or African American. The
USDHHS (2001) described healthcare disparities for communities of color, including poorer
quality of mental health services. In one study, many Black mental health clients described a lack
of attentiveness and unprofessional/unethical behavior by therapists, including coming to
sessions late, canceling sessions, answering the phone or doing paperwork during sessions, or
violating confidentiality (Chang & Berk, 2009).
Countertransference. Most participants discussed countertransference when addressing
questions about how clinicians responded to topics of racial stress and trauma. For some
participants, lack of an obvious negative countertransference was described as helpful in the
therapy process. For example, Participant 3 stated:
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I was able to speak freely and candidly about my feelings towards racism and my feelings
about how I didn’t think we were going to mesh at first, because he was a White
Caucasian male. I think him being open to having that discussion and not being irritated
or frustrated that I brought that up, I think that was something that worked well, in our
favor, to get therapy done.
Additionally, Participant 3 later cautioned counselors about countertransference when
working with Black survivors of racism. He noted that “they should avoid placing blame and
doubt in their clients. They should avoid putting their own perspectives on experiences of their
clients.” These warnings were consistent with the negative experiences of multiple participants.
For example, Participant 1 described challenges with therapist countertransference when she
discussed a racist experience. She recounted:
She, in turn, gave me this story about being a young Jewish girl in her neighborhood and
how she was treated differently, because she was Jewish. And after her story ended, I was
kind of sitting there like, “Okay.” And she was like, “I was telling you that because I
want you to understand that I know what it’s like to be treated differently,” but that did
not help me. I was just like, “This doesn’t feel therapeutic right now.”
Similarly, Participant 2 described an experience where he felt that his counselor’s
response was impacted by countertransference. He stated:
I feel like maybe he has his own ideas of what it means to be Black, and maybe I don't fit
into that frame. I think maybe darker skin, right, if I had the same complexion as my
brother, and I told him, this is what happened, he would say, “Oh, yeah, I understand.”
But maybe to him, I looked more Hispanic. I looked more like him, and he’s like, that's
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not what happened. He’s like, that's not what was going on. Because I felt like he fought
me pretty hard on that, and I didn't appreciate that.
Across participants, the need for space to discuss their experiences freely, without
therapists having their own reaction to the topic, was crucial. Clinicians who created an adequate
space for this were described positively, whereas those who had strong reactions were described
as being ineffective and unhelpful. Research examining cross-cultural therapy dynamics reports
similar results and highlights the need for therapists to be aware of their own racial identity and
any transference or countertransference that may be interfering in the counseling relationship
(Constantine, 2007; Constantine & Kwan, 2003; Fauth & Nutt Williams, 2005). In regards to
racially matched therapy for Black or African American clients, topics such as transference and
countertransference appears to be a gap within the literature. However, in this study, participants
who reported countertransference responses from therapists were working with mental health
practitioners of a different race.
Promising Practices. Participants described several promising practices that were
helpful when discussing incidents of racism: (a) active listening, (b) validation/affirming racial
experiences, and (c) authenticity.
Active Listening. Across participants, one promising practice that was highlighted in
every interview was the importance of the therapist listening to what the client said about their
identity, reality, and experiences. When discussing this topic, Participant 4 stated, “I would say
as much as possible to learn that person and the environment they come from and the
environment they’re currently in. Just hear them out totally. Everyone is different.” Other
participants highlighted the importance of therapists’ responses and actions in order to
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demonstrate to the client that they are listening. For example, Participant 1 stated the following,
when discussing a positive experience with her second therapist:
When I did mention that things bothered me, she was supportive or actively listening. I
don’t think I really wanted much from her except to be able to express how frustrating it
could be talking to my boyfriend, and her commenting on how difficult it must be for me
to have to explain to someone the appropriate way to talk about a Black person’s
experience.
Participants who did not have a positive experience discussing racism during sessions
described active listening as something their clinician could improve. For example, when asked
how his therapist could have better responded, Participant 2 stated, “Him actually listening to
what I was saying, because I felt like he wasn't listening.” All participants described listening as
a crucial aspect of therapy when working with Black or African American individuals struggling
with race-based stress or trauma. Although the technique may seem obvious, many participants
reported that their therapist did not appear to be listening to them during sessions. Additionally,
the connection between race-based stress and trauma and the therapist’s listening skills is not
well researched. When considered broadly, microcounseling skills, including active listening, aid
with development of cultural awareness and culturally effective helping strategies (Kabura et al.,
2005; Nwachuku & Ivey, 1991). However, these studies do not directly discuss active listening
specifically, nor was it directly connected to Black therapy clients.
Validation/Affirmation. In addition to demonstrating that they are listening, participants
also discussed the importance of feeling validated by their therapist, particularly the validation of
emotions surrounding racist experiences. For example, Participant 3 stated:
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I think the fact that he shared some sort of sentiment to how I was feeling. He validated
some of my feelings of anger. I think that was important as well, especially being that he
was of the dominant—him being of a White culture.
Similarly, Participant 5 described validation in her experience discussing racism with her
therapist. She noted:
She did acknowledge, “I can't understand how you feel. I can't put myself in that
position.” She acknowledged that she’s in a place of privilege, and she can’t try and make
that work for me. And even that, I still appreciate it because it’s, like, okay, she’s
acknowledging my feelings without trying to make it seem like, “Oh, well, this is normal.
This is something that everyone goes through,” or “This is something that is just a part of
life.” So, if anything, I would say she was just more helpful in just opening that space and
allowing me to get out what I needed to get out at that whole, and that in itself was
helpful.
Participant 7 described a similar experience, wherein his therapist affirmed his experience
and validated his overall emotional journey. He stated:
He’d break down the experiences that he’s had with other clients that were going through
similar situations. He said, “Of course, I haven’t had these similar situations, but I’ve had
clients that have talked about these things, and they mentioned that they made him feel
like this, this, and this.” And I thought, “Yeah, that's exactly how I felt.” He did a good
job of finding ways to validate it without having to say, “Well, yeah, I had that exact
same experience.” And I think that was the key, was that there were not many points
where I was like, “Yeah, he doesn't get it.”
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When discussing validation from her therapist, Participant 1 noted the role of body
language. She stated, “It was validating, because I might say something and even if she just nods
her head, I can tell that she understands by her facial expressions.” When participants described
their therapist’s response as unhelpful, they cited the lack of emotional validation or that the
therapist did not affirm their reality. Participant 2 reported his experience:
When I was explaining to him what happened, his response wasn’t very reaffirming. He
didn’t necessarily paint it as racist, he just painted it as if maybe it had nothing to do with
that. And I was like, “No, it did. I know what this was about. I have experienced this
before.” And so, I felt like the whole entire session I was sitting there trying to explain to
him why I was so angry, because I knew exactly what was happening.
When considering helpful techniques to address race-based stress and trauma, all
participants described validation as an important tool. Participants who noted that their counselor
validated or affirmed their experiences of racism reported positive experiences. Similarly,
participants who felt that their therapist neglected to validate their experience described their
therapist as causing further harm or being unhelpful. This is consistent with previous studies on
providing culturally competent therapy. Studies caution therapists not to begin with supposition
when discussing instances related to racism and discrimination with Black clients (Hays, 2009;
Kelly, 2006). Instead, it is suggested that validation be utilized, until the client feels believed,
before moving on to an assessment of an incident’s relevance to the client’s presenting concerns
(Hays, 2009). Studies in cross-racial therapy also note that validation and responsiveness to
expressed needs play a significant role in client satisfaction with the therapist (Chang & Berk,
2009).
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Authenticity. During interviews, three of the six participants discussed the topic of
therapist authenticity. For Participant 5, she highlighted her therapist’s authentic presence as
being one of the factors that was helpful in her sessions. She stated:
I think she could’ve started off with, “Hey, I know you’re African American, and this is a
really difficult time for African Americans right now, so how are you?” You’re obviously
trying to just check that box to say that you did it, but it’s not being real about it, just
genuinely.
When discussing pitfalls for therapists to avoid, Participant 3 highlighted a similar desire
for their therapist to be authentic in the room. He stated, “They should avoid coming off as
disingenuous and not authentic.” Several other participants also noted that it was important for
therapists to remain authentic or genuine in the therapy room when working with Black clients
struggling with race-based stress. Previous studies also reported this as a crucial aspect of
therapy when working with ethnic minority communities, given community mistrust based on a
history of exploitation (Chang & Berk, 2009). When examining cross racial therapy, Chang and
Berk (2009) also reported that clients who considered their clinicians to be authentic in therapy
were more likely to be satisfied with their experience.
Therapy Recommendations
In addition to the various pitfalls to avoid and promising practices for therapy sessions,
participants provided recommendations to increase clinicians’ awareness and understanding.
Specific themes that emerged within these recommendations include the following: (a) history,
(b) research/consultation, and (c) intake questions.
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History
When offering recommendations to clinicians who wish to be helpful, all participants
described therapist self-education on Black history and events as crucial. While these
recommendations were described differently across interviews, the idea of continuing the
learning process as a therapist remained the same. When discussing self-education by providers,
Participant 1 emphasized the importance of educating oneself on history in order to better
understand the historical trauma experienced within the community. She stated:
It’s like some people won’t see how serious it is and why people are angry, and it’s like
then you must not know about American history and everything that Black people have
had to go through. You need to know about redlined district. You need to know about
segregation. You need to know about lynching. You need to know about slavery. You
need to know about everything, because people are this angry because it’s been
happening for so long. What’s happening today is just different versions of what has
happened in the past.
More specifically, Participant 3 described recommendations for educating oneself on
current events and specific situations relating to the individual. “My suggestion would be, if the
client went through something specific, try to understand that. I would educate myself, as much
as possible, on what’s going on through the perspective of African Americans.” Participants
urged clinicians to first educate themselves on the history and struggles of Black populations.
Literature surrounding the topic makes a similar suggestion to explore racial concerns. The
American Psychological Association (2017, p. 4) provides a set of multicultural guidelines,
stating “Psychologists aspire to recognize and understand historical and contemporary
experiences with power, privilege, and oppression.” Similarly, Constantine (2007) suggests that
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counselors explore the history and racial/ethnic reality of the Black community, as well as selfexploration of one’s own identity and connection to the topic. Counselors who neglect to engage
in this self-education process may experience countertransference, as well as difficulties
exploring racial challenges in therapy (Constantine, 2007). Additionally, research findings note
that African American clients often seek confirmation of a therapist’s level of cultural humility,
sensitivity, and lack of prejudice before engaging in services with the clinician (Dana, 2002;
Davey & Watson, 2008).
Research/Consultation
Most participants recommended that therapists continue to consume research about racial
stress and trauma and consult with a colleague when they have clients struggling with these
challenges. When discussing this need, Participant 1 highlighted the importance of moving
beyond taking only the minimum requirement of courses to understand. “People need to
personally research. Definitely take classes—multiple classes—and really listen to your clients.”
Participant 3 also advised providers to research and, additionally, discussed the inclusion of
consultation. He noted: “Do some research...I would, maybe, lean on expertise of colleagues who
provide similar services, if that’s something that’s not in that clinician’s wheelhouse.”
Participant 7 emphasized the importance of overall cultural competency when providing
recommendations. “Make sure you ask questions. Staff, make sure you're culturally competent.
Ask your colleagues questions. Do trainings. Make sure that you feel as competent as you can,
right?”
Lastly, for clinicians who are not skilled in this area and do not take the time to utilize the
above steps, Participant 3 advised, “They probably shouldn’t take on Black clients who are
dealing with racism.”
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Many participants suggested research and consultation for clinicians who wish to be
helpful when treating race-based stress and trauma. This is further highlighted within the
multicultural guidelines offered by the American Psychological Association (2017) for working
with diverse populations. Further research suggests that when therapists do not make efforts to
increase cultural competence and humility through research and consultation, clients tend to
report higher levels of dissatisfaction with therapy (Chang & Berk, 2009).
Intake Questions
Half of the participants in the current study suggested that clinicians include questions
about identity, racism, and discrimination in intake documents and interviews. When discussing
this topic, Participant 5 related identity, racism, and discrimination to other aspects of
development. She stated:
I feel like for the majority, they do often ask about your childhood or your upbringing, at
least some portion of it, to try to gauge how you became who you are. And I don't always
think that they include race in that because race is like this taboo thing, and people would
rather just stay completely away from it than to dive in because they don't want to hit a
landmine. But I think it should be included in those childhood questions.
Participant 2 provided a similar suggestion and noted that all forms of discrimination
should be included within the intake. “I think it should be somewhere on the intake. Like, have
you ever experienced racism? Have you ever experienced sexism? Have you ever
experienced…whatever?” However, Participant 1 recommended that, specifically when working
with Black clients, clinicians should inquire about race due to it being a salient aspect of identity
for many. “We live in America, where people of color—it’s just like you’re going to experience
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some form of racism. So, I think if I saw a question on an intake form about racism, I would
think, ‘This makes sense.’”
Several participants in this study recommended the inclusion of questions about identity,
race, and discrimination in the intake. This recommendation is consistent with several
recommendations within the research. For example, King and Borders (2019) suggest that by
broaching the conversation of racial identity in initial sessions, clients perceived their providers
as being more culturally competent and able to handle conversations about racism.
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Chapter V: Discussion
The purpose of this study was to examine the therapy experiences of Black or African
American individuals struggling with race-based stress and trauma. Findings from this study
revealed four significant areas of focus to better prepare clinicians treating these areas of
concern. The categories highlighted include: (a) racial identity, (b) experiences of racism, (c)
therapy experiences, and (d) participant recommendations for clinicians. Collectively, these
categories provide a foundation for understanding common racial experiences for Black
individuals and further connect to the client’s experience within the therapeutic space.
When considering one’s reaction or response to experiences of racism, it is important for
clinicians to first understand the client’s history and relationship to their racial identity. With
regard to the racial identity of those interviewed, results highlighted the significance of racial
socialization, social acceptance, the balance between multiple identities, and the development of
racial identity as contributing factors to how participants understood themselves racially. While
all participants in this study identified as racially Black, they also discussed other aspects of their
identity that contributed to their racial understanding, including ethnic background, immigration
status, gender, skin color, religion, and the geographic location in which they were raised.
Findings highlighted the diversity amongst Black individuals in the United States, while also
demonstrating the complexities of navigating multiple identities. When discussing racial
experiences, participants alternated between aspects of their identity when there was a conflict
between expectations associated with each role. This topic appears to be a gap in the literature
and may be similar to the approach described in multiracial identity development research (Hong
et al., 2000; Huynh et al., 2011; LaFromboise et al., 1993; Phinney & Devich-Navarro, 1997).
Participants also described challenges with clinicians not attending to their various identities
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during sessions. This may be partially related to the lack of literature surrounding the topic.
While there is a body of literature surrounding intersectionality, or compounding areas of
marginalization, a review of literature produced limited information about navigating conflicts
between multiple salient identities.
Findings about racial socialization mirrored previous literature, which states that Black
individuals who received racial socialization during childhood feel a stronger sense of pride and
understanding of the challenges associated with their racial identity (Harrell, 2000; Lee & Ahn,
2013; Neblett et al., 2009; Scott, 2003; Seaton et al., 2012;). Additionally, differences between
men and women were observed in relation to the topic. Female participants either did not discuss
racial socialization at all during interviews or reported confusing messages from their parents
during childhood. This builds on results from previous studies suggesting that women are
socialized to race differently than men (Davis Tribble et al., 2019; McHale et al., 2006;
Winchester et al., 2022). However, gender differences in racial socialization were not examined
further, due to the scope of this study. Notably, results of the current study also suggest that
racial socialization played a role in the development of participants’ racial identity over time.
Upbringing and knowledge of Black history were described as factors that strengthened their
relationship to Black identity, whereas a lack of accurate history and an absence of racial
socialization were described as challenges in Black identity development.
Significant challenges with acceptance based on race were also reported by all
participants. In addition to experiences of rejection and discrimination from other racial groups,
the participants described a lack of acceptance from other Black individuals. Specifically, the
participants reported within group rejection from Black peers based on hobbies and interests,
colorism, and ethnic identity. These findings support a small body of research that reports that
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Black individuals often experience discounting or rejection of one’s Black identity by their peers
(Franco & Franco, 2016; Franco et al., 2016; Harvey et al., 2005; Whittington et al., 2021). This
was discussed by all participants within the study and provides significant information regarding
the impact of racism on the Black community, demonstrating that internalized racism is also a
major contributor to race-based stress.
As participants discussed specific experiences of racism, police encounters emerged as a
common theme. Findings revealed that amongst interviewees, two thirds reported personal
negative interactions with the police wherein law enforcement officers overreacted, harassed the
individual, or engaged in police brutality. Those who did not disclose personal encounters with
the police discussed media images and recent police brutality cases as stressors impacting their
comfort level when engaging with police. Moreover, encounters with law enforcement may
provoke feelings of anxiety and fear for many in the Black community.
In addition to police related concerns, findings revealed that microaggressions were a
common source of race-based stress. Participants described this form of racism as occurring
mostly in educational and workplace settings. The impact of the microaggressions included job
dissatisfaction, challenges in academic settings, and desires for mental health interventions to
decrease the emotional toll.
Across the experiences of race-based stress and trauma described, the most common
reactions were emotional responses. Specifically, participants described feelings of fear,
confusion, and anger. These responses are also well documented within the literature as common
emotional reactions in the aftermath of racist events (Brondolo et al., 2008, 2009; Broudy et al.,
2007; Carter & Reynolds, 2011; Catagnus et al., 2021). Findings in this study revealed the use of
community support as a method of coping with the above-mentioned symptoms. Although

61

community support was reported as a coping skill by most participants, results were mixed as to
the helpfulness of the tool. Some felt that talking with other Black family members and peers
helped to reduce their levels of distress, whereas others described it as only being partially
helpful. Participants described limitations, such as minimization/denial of racist experiences by
one’s support system, emotional responses by family members, and lack of changes to one’s own
emotions after discussing with their support system, related to this coping method. Research
examining this topic suggests that it is a common coping skill for the Black community, may
provide some protection from everyday stress, but does not offset the acute distress of day-to-day
racism (Ajrouch et al., 2010).
When discussing coping skills, two male participants described the use of expressive arts
following racist incidents. Specifically, listening to music, writing songs or poetry, and watching
videos of spoken word poetry related to the topic were described as methods of art used to cope
with stress and trauma. This finding expands on very limited research findings, which revealed
that music was a common preferred coping mechanism within a sample of young Black men
struggling with race-based stress and trauma (Bauer et al., 2020). However, this topic appears to
be a gap in the literature and may benefit from further research.
With respect to therapy itself, many participants reported either positive or negative
expectations about the therapist and what their therapy experience would entail. For example,
participants described expectations related to therapists’ race, therapists’ ability to understand
presenting concerns, the type of interventions used during sessions, and an ability to trust the
clinician/form a therapeutic alliance. Regardless of whether these preconceived beliefs were
positive or negative in nature, most participants found that their beliefs were a barrier to
treatment and ultimately did not match their experience.
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Findings related to participants’ therapy experiences were separated into two categories:
pitfalls and promising practices. Common pitfalls reported across interviews included
challenging experiences of racism, cultural countertransference, colorblindness, and ethical
violations/inattention. Challenging experiences of racism and cultural countertransference were
two pitfalls related specifically to discussions of race-based stress and trauma in therapy. Several
participants stressed that clinicians avoid challenging client experiences of racism or minimizing
the intentions of the aggressor. Previous literature suggests that this is an issue that often arises
within cross-racial therapy and is an example of a microinsult that can further a client’s distress
or lead to dropout (Chang & Berk, 2009; Constantine, 2007; Kelly et al., 2020; Sue et al., 2007).
Similarly, results from the current study demonstrated multiple instances of cultural
countertransference when discussing race-based stress, which is consistent with pitfalls found in
past studies examining cross-racial therapy (Constantine, 2007; Constantine & Kwan, 2003;
Fauth & Nutt Williams, 2005). Participants described these responses as ineffective, unhelpful,
and damaging to the client’s sense of ability to openly discuss race-based challenges.
General pitfalls related to working with Black clients included colorblindness and ethical
violations. Colorblindness was associated with dissatisfaction for many participants. Multiple
participants noted that their therapists were not considerate of their cultural context and reality,
which negatively affected the therapeutic relationship. These findings were consistent with
cautionary statements reflected in the literature (Buckard & Knox, 2004; Constantine, 2007).
Findings also revealed that multiple participants received counseling that was lower in quality.
They reported that their counselor would confuse them with other clients, appear to be falling
asleep during session, and work on notes for other clients during session, all of which suggested
to participants that their therapist was not paying attention to the discussion. These clinical
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behaviors demonstrate neglect towards clients and are reflective of ethical violations.
Unfortunately, this is not a new issue being brought up by Black therapy clients. Several studies
demonstrate that Black clients receive a poorer quality of mental health treatment and often
report barriers such as coming to sessions late, canceling sessions, answering the phone or doing
paperwork during sessions, or violating confidentiality (Chang & Berk, 2009).
In addition to the several pitfalls noted by participants, they also identified several
promising practices. Specific findings suggested that listening, validation/affirmation, and
authenticity were all promising practices for clinicians to adopt. Participants reflected a desire for
therapists to demonstrate basic skills, showing that they were empathetic to their clients.
Additionally, the use of authenticity was described as important, particularly for those struggling
with race-based stress. Notably, all helpful interventions described by participants were
supportive therapy techniques and not specific to a theoretical orientation or model. One
potential explanation may be that most participants were unsure of the therapy style used during
their described course of treatment. A second explanation for the inclusion of only supportive
therapy techniques may be that several participants received lower quality care, where basic
techniques were not utilized. Although many of the suggestions offered may seem like basic
standards of therapy, the supportive therapy techniques discussed may highlight the importance
of avoiding the use of minimization, blame, and other harmful practices, which are common with
this population.
As interviews concluded, participants offered tips for clinicians who wish to be helpful.
One recommendation included the need for therapists to educate themselves on the history of
Black oppression, as well as current events in the Black community. This also included the
importance of making efforts to integrate and understand differences across the Black
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community related to multiple aspects of identity including ethnicity, geographic location,
gender, spirituality, and sexual orientation. These recommendations are consistent with initial
steps highlighted in the multicultural guidelines of the American Psychological Association
(2017). This recommendation is also described in the literature as a crucial factor in therapy with
the African American population (Constantine, 2007; Dana, 2002; Davey & Watson, 2008). A
second recommendation offered by participants was the need to research and consult about racebased stress and trauma when treating Black clients. This is also consistent with literature, which
states that higher levels of dissatisfaction with therapy are reported when therapists do not make
efforts to increase cultural competence and humility (Chang & Berk, 2009). Lastly, participants
suggested that therapists include questions about identity, race, discrimination, and racism during
the intake process. Participants noted that having these types of questions on the intake would
increase comfort surrounding the topic and would be an appropriate time to ask about these
experiences. These findings support research by King and Borders (2019), which suggests that
asking questions about racial identity during initial sessions led to perceptions of therapists as
being more culturally competent.
Observations
The researcher observed several remarkable patterns across participant interviews.
Notably, when discussing encounters with microaggressions and covert racism, most participants
minimized their experiences. At the start of the interviews, many compared experiences with
racist microaggressions to experiences of racial trauma, such as police brutality or other forms of
physical violence. They appeared to use these differences to dismiss or diminish the significance
of their own racist experiences. Words such as just and only were used to describe the racist
incidents, followed by statements by participants that they have never experienced any
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significant forms of racism. However, the participants later described the racist situations and
challenges as being extremely impactful, which was the reason for many to discuss it in therapy.
These contradictory statements may be related to the common experiences of minimization and
microinsults by others, which have been internalized. A secondary explanation may that
participants are comparing their daily experiences of racism to the current sociopolitical context
and frequent hate crimes in the media.
Similar observations were seen in relation to participant therapists. Participants with
positive therapeutic experiences with their therapists, were often less critical and had difficulties
describing pitfalls in the therapeutic relationship. They reported that the therapist did a great job,
but also added that they are considering switching to a therapist who would better understand
them culturally if they were to seek mental health services again in the future. This phenomenon
is similar to the compartmentalization of race described in previous studies. For example, Chang
and Berk (2009) found that clients minimized the salience of cultural differences between
themselves and the therapist, as well as the importance of racial, ethnic, and cultural factors on
their presenting problems. However, they also demonstrated conflicting attitudes later in their
narratives, which were viewed by researchers as compartmentalization of race in order to feel
more satisfied with the therapy experience (Chang & Berk, 2009).
Lastly, notable themes of invisibility appeared across topics and participant interviews.
Although invisibility was not explicitly named as a challenge, participant responses throughout
the interviews are reflective of struggles to be seen and heard by others, including their mental
health clinician. These challenges highlight a phenomenon known as the “invisibility syndrome,”
which suggests that repeated experiences with microinsults can result in internal feelings of not
being seen as a person of worth (Franklin & Boyd-Franklin, 2000). Emotional responses to
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racism, including doubt, anger, and confusion, are also consistent with a perceived lack of
visibility. However, the challenges described by participants move beyond perceptions and
worries by survivors and demonstrate a lack of effort by peers and clinicians to truly see the
individual. This is evidenced in experiences described by participants. For instance, despite
feelings of pride associated with their race, participants described a lack of acceptance from
Black and non-Black peers, underrepresentation in various settings, minimization when
discussing experiences of racism, and experiences with therapists engaging in microinsults, lack
of attention, and colorblindness. Similarly, promising practices and recommendations provided
by participants focused on efforts to increase visibility and to demonstrate that the individual is
truly being heard and understood. This observation demonstrates the importance of the
participant’s recommendations for therapists. Research, consultation, self-education on Black
history, and intake questions about discrimination are necessary minimum efforts for therapists
of all racial backgrounds and needed to increase the visibility and amplify the voice of Black
clients in counseling.
Contributions of Findings
This study offers several contributions to the current body of literature on providing
counseling services to Black and African American clients. First and foremost, findings add to a
limited pool of research about what Black clients believe to be helpful, and not helpful, with
regard to therapy discussions about race-related stress and trauma. While there are many articles
and books discussing racial identity development and cultural concerns, such as race-based stress
and trauma, there is limited research surrounding specific therapy techniques for managing these
concerns. Of the existing studies, only a few focus on the perspective of the client to provide
pitfalls and promising practices and most do not highlight therapy cases specific to racism and

67

discrimination (Chang & Berk, 2009; Constantine, 2007; Thompson et al., 2004). Additionally,
the literature suggests that many clinicians lack confidence in their understanding and ability to
discuss topics related to racism and discrimination (Chang & Berk, 2009). By utilizing a
phenomenological approach, this study highlights the client perspective, while also aiming to
increase clinicians’ understandings of specific interventions to address race-based concerns.
A secondary contribution, which was highlighted, was participant discussion of race,
racism, and development of racial identity. Although the focus of this study was on counseling
experiences when discussing race-based stress, it is essential to first understand participants’
experiences with racism and overall relationship to their racial identity. Findings related to these
topics may help clinicians develop an increased awareness of challenges and strengths from
childhood through adulthood, associated with a positive connection to Black racial identity. The
results emphasize client conceptualizations of their own identity development, which may relate
to Black racial identity models such as Cross’ Nigrescence Model (Cross et al., 1991), while also
bridging connections to the literature discussing race-related stress.
Limitations
Despite the strengths offered by this study, several limitations also exist. For instance,
while genuine efforts were made to obtain a diverse set of participants, many similarities such as
age range and advanced levels of education exist across the sample. All participants within the
study were between the ages of 27–32, which may skew the concerns and preferences described
here. Additionally, all participants in this study had a bachelor’s degree at minimum and many
had obtained or were actively pursuing master’s and doctoral degrees. These similarities in
educational attainment may contribute to common themes, such as microaggressions in
educational and workplace settings and the overall level of distress described by the participants.
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Previous studies examining racial stress of Black individuals in higher education suggest that
individuals with higher levels of education tend to report more racial stress due to increased
involvement in predominantly White institutions and more awareness of systemic racism (Smith
et al., 2020). It is also important to note that four of the six participants’ degrees were master’s
degrees in psychology. These commonalities may further skew the data obtained within this
study and impact the overall generalizability of the findings. Although it is likely that a broader
range in age group and education level would reveal challenges with similar race-related
concerns, there may be generational differences based on sociopolitical context that were not
represented within this sample. Similarly, age, education, and occupation may have limited the
study’s ability to capture some distinctions in therapy preferences.
Future Research
It is imperative that studies continue to examine the use of therapeutic interventions and
treatment models for Black Americans struggling with racialized stress and trauma. This study
contributes to the current body of literature by helping to establish a foundation for
understanding helpful and unhelpful therapy techniques provided for Black race-based stress and
trauma. Results suggested several supportive therapy techniques helpful to those discussing
issues of racism and discrimination in the therapy room. However, no themes were produced to
support a specific model or orientation of therapy as being more or less helpful. A lack of
findings in this area may be related to participants being unaware of the style of therapy used in
their treatment and not necessarily suggestive that supportive therapy is the best way to treat
race-based stress. A secondary explanation for an emphasis on supportive therapy techniques
may also be related to a history of low-quality therapy for Black clients. While not all
participants specifically experienced low-quality therapy, most noted that they have considered
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finding a different therapist who may better respond to their cultural concerns and strengths.
Future research may build on findings about supportive therapy techniques by conducting studies
comparing specific models and orientations, such as womanist approaches, Afrocentric models,
EMDR, and CBT trauma protocols, with cultural adaptations, which have been discussed in the
literature as therapy treatment options (Bryant-Davis & Ocampo, 2006; Villena-Mata, 2002;
Williams & Frame, 1999; Williams et al., 2014; Wyatt, 1990).
The phenomenological approach utilized here allows for a more in-depth perspective of a
few participants and should be expanded upon in future studies. Within the sample, only one
participant described experiences working with a racially matched therapist. This suggests the
current study is more reflective of cross-racial counseling, and future studies may benefit by
studying the responses of racially matched therapists when managing client struggles with racism
and discrimination. Similarly, only one participant in the current study described symptoms
related to race-based trauma. Future studies may benefit from conducting a more in-depth study
on the experiences of those dealing with racialized trauma.
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ATTENTION BLACK
& AFRICAN-AMERICAN INDIVIDUALS!
Black and African American volunteers who have discussed issues
of racism with a therapist wanted for a research study

Do you identify as Black or African-American, are over the age of 18, and have
received counseling services?
If so, we are conducting a research study to analyze and explore the ways in which
Black and African-American individuals experience counseling following
encounters with racism.
Who can participate?
• Participants must be 18 years or older
• Participants must identify as Black or African-American
• Have attended counseling in the past or are currently receiving counseling
services
• Have experienced one or more forms of racism, and discussed it in therapy
What is involved?
• The study will include an audio recorded interview which will last
approximately 1.5 – 2 hours.
• Participants will receive $25 for their time
For more information, please contact:
Principle Investigator
Sheriece Hooks, M.A.
Dissertation Chair
Thema Bryant-Davis, PhD
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From: Sheriece Hooks
To:
Date:
Subject: Requesting assistance in study about racism
To whom it may concern:
My name is Sheriece Hooks, and I am conducting a research study along with my dissertation
chair, Thema Bryant-Davis, Ph.D., at Pepperdine University. The study will examine promising
practices and common pitfalls in counseling Black and African-American individuals who have
struggled with racism. I would like to request your permission to recruit participants for this
study from your facility. Attached is the flyer (8.5” x 11”) that we are using for recruitment,
which provides potential participants information about the study and my contact information.
If you are willing, please contact me via email at Sheriece.hooks@pepperdine.edu at your
earliest convenience. I look forward to hearing from you.
Sincerely,
Sheriece Hooks, M.A.
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PEPPERDINE UNIVERSITY
Graduate School of Education and Psychology
INFORMED CONSENT FOR PARTICIPATION IN RESEARCH ACTIVITIES

Counseling African-American Survivors of Racism:
Pitfalls and Promising Practices
You are invited to participate in a research study conducted by Sheriece Hooks, M.A.,
doctoral candidate, and Dr. Thema Bryant-Davis, Ph.D., professor of psychology at
Pepperdine University, because you are an adult who has struggled with racism and has sought
therapy services. Your participation is voluntary. You should read the information below, and
ask questions about anything that you do not understand, before deciding whether to participate.
Please take as much time as you need to read the consent form. You may also decide to discuss
participation with your family or friends. If you decide to participate, you will be asked to sign
this form. You will also be given a copy of this form for you records.
PURPOSE OF THE STUDY
The purpose of the study is to look at the experiences of Black and/or African-American
individuals and the counseling process. We hope to use what we learn from the study to better
understand helpful practices for treating race-based stress or trauma, as well as pitfalls to avoid.
This study also aims to educate mental health professionals about how to approach topics such as
racism within the therapy room.
STUDY PROCEDURES
If you volunteer to participate in this study, you will be asked to take part in a one-time
interview, consisting of the completion of a survey and an interview lasting about 1.5-2 hours
in length. The first survey is a demographic survey that will ask you questions about your age,
various identities, and occupational/educational history. The interview will ask you about the
following: your racial/ethnic identity, your understanding of racism, your experiences with
racism, your symptoms, and your experiences in counseling, and recommendations to therapists
who may want to be helpful. The interview will be audio-recorded, with the audio-recorder
placed in the interview room and operated by the researcher. You will not be able to
participate in the study, if you do not wish to be audio-recorded.
POTENTIAL RISKS AND DISCOMFORTS
This study poses no more than minimal risks for participants. Potential risks associated with
participation in this study include the possibility of experiencing minor psychological discomfort
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due to the interview containing questions about your history with racism. If you happen to
experience discomfort during the interview process, please tell the researcher. The researcher is
clinically trained, and will be prepared to provide you with relaxation and grounding exercises to
reduce discomfort and distress. You also may discontinue your participation at any time. Due to
California law, the interviewer will also abide by mandated reporting laws determined by the
state of California, which may also pose a potential legal risk for participating in the study.
Further information regarding these reporting laws is discussed below under “Confidentiality”
and “Suspected Neglect or Abuse of Children.” Furthermore, you will also be provided with a
list for referrals and resources for support, helplines, and local mental health services.
POTENTIAL BENEFITS TO PARTICIPANTS AND/OR TO SOCIETY
While there are no direct benefits to the study participants, there are anticipated benefits to
society. The findings of this study will have important implications, including providing
increased knowledge to therapists about best practices and common pitfalls for treating Black or
African-Americans struggling with race-based stress or trauma.
PAYMENT/COMPENSATION FOR PARTICIPATION
For participation in this study, there will be compensation in the form of a $25 gift-card, should
you choose to participate in and complete the interview.
CONFIDENTIALITY
I will keep your records for this study anonymous as far as permitted by law. However, if I am
required to do so by law, I may be required to disclose information collected about you.
Examples of the types of issues that would require me to break confidentiality are if you tell me
about instances of child abuse, elder abuse, or the abuse of a disabled adult. Pepperdine’s
University’s Human Subjects Protection Program (HSPP) may also access the data collected.
The HSPP occasionally reviews and monitors research studies to protect the rights and welfare of
research subjects. The data will be stored on a password protected computer in the principal
investigators place of office at the Pepperdine University West Los Angeles Clinic. The data
collected will be de-identified and identified by a code for confidentiality purposes. The audiorecordings, transcribed interviews, and subsequent data will also be de-identified and identifiable
only by numeric code. Consent forms will be stored separately from interview materials in order
to protect the confidentiality of participants. This data will also only be accessible by the
researcher, and will be destroyed once it is no longer being utilized for this research study after a
minimum of three years.
Under California law, the researcher(s) will not maintain as confidential, information about
known or reasonably suspected incidents of abuse or neglect of a child, dependent adult or elder,
including, but not limited to, physical, sexual, emotional, and financial abuse or neglect. If any
researcher has or is given such information, he or she may be required to report this abuse to the
proper authorities.
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PARTICIPATION AND WITHDRAWAL
Your participation is voluntary. Your refusal to participate will involve no penalty or loss of
benefits to which you are otherwise entitled. You may withdraw your consent at any time and
discontinue participation without penalty. You are not waiving any legal claims, rights or
remedies because of your participation in this research study. The investigator may also
withdraw you from this research if you appear to be under the influence of alcohol or another
substance at the time of the interview, or if you show signs of psychological discomfort or
distress throughout the interview process.
ALTERNATIVES TO FULL PARTICIPATION
The alternative to participation in the study is not participating or completing only the items
which you feel comfortable.
EMERGENCY CARE AND COMPENSATION FOR INJURY
If you are injured as a direct result of research procedures you will receive medical treatment;
however, you or your insurance will be responsible for the cost. Pepperdine University does not
provide any monetary compensation for injury.
INVESTIGATOR’S CONTACT INFORMATION
I understand that the investigator is willing to answer any inquiries I may have concerning the
research herein described. I understand that I may contact Sheriece Hooks, M.A. at
Sheriece.Hooks@Pepperdine.edu or her supervisor, Dr. Thema Bryant-Davis email at
thema.s.bryant@pepperdine.edu, if I have any other questions or concerns
about this research.
RIGHTS OF RESEARCH PARTICIPANT – IRB CONTACT INFORMATION
If you have questions, concerns or complaints about your rights as a research participant or
research in general please contact Dr. Judy Ho, Chairperson of the Graduate & Professional
Schools Institutional Review Board at Pepperdine University 6100 Center Drive Suite 500
Los Angeles, CA 90045, 310-568-5753 or gpsirb@pepperdine.edu.
SIGNATURE OF RESEARCH PARTICIPANT
I have read the information provided above. I have been given a chance to ask questions. My
questions have been answered to my satisfaction and I agree to participate in this study. I have
been given a copy of this form.
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AUDIO/VIDEO/PHOTOGRAPHS (If this is not applicable to your study and/or if
participants do not have a choice of being audio/video-recorded or photographed, delete this
section.)
□ I agree to be audio/video-recorded
□ I do not want to be audio/video-recorded

Name of Participant

Signature of Participant

Date

SIGNATURE OF INVESTIGATOR
I have explained the research to the participants and answered all of his/her questions. In my
judgment the participants are knowingly, willingly and intelligently agreeing to participate in this
study. They have the legal capacity to give informed consent to participate in this research study
and all of the various components. They also have been informed participation is voluntarily and
that they may discontinue their participation in the study at any time, for any reason.

Name of Person Obtaining Consent

Signature of Person Obtaining Consent

Date
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Demographic Questionnaire
Instructions:
Please provide a response for each of the following questions:
1. What is your age? __________
2. What is you gender?
 Male
 Transgender

 Female
 Other: __________________

3. What is your marital status?
 Single
 Married
 Separated

 Divorced
 Widowed

4. What is your annual income (or combined annual income if you have a spouse)?
 Less than $35,000
 $80,001 to $90,000
 $35,000 to $60,000
 $90,001 to $100,000
 $60,001 to $70,000
 Greater than $100,000
 $70,001 to $80,000 .
6. With which sexual orientation do you identify?
 Heterosexual
 Gay/Lesbian
 Bisexual

 Asexual
 Other: __________________

7. With what denomination or faith tradition do you most closely identify?
______________________________________________________________________
8. Are you currently employed?
 No

 Yes

If so, what is your most recent job title? If not, when was your last job, and what was your most
recent job title?
____________________________________________________________________________
9. What is your highest level of education obtained?
 Less than High-School
 High-School/GED
 Some College .
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 Associates Degree
 Bachelor’s Degree
 Masters/Doctoral Degree .

10. What type of mental health professional did you seek treatment with?
 Psychologist
 Psychiatrist
 Marriage and Family
 Trainee/Intern/Student
Therapist
 Don’t know
 Licensed Clinical Social
Worker
11. What style of therapy was used by your therapist?
 CBT
 Don’t Know
 Psychodynamic
 Other: _________________
 Multicultural
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Interview Questions
1. What do you think/feel about your identity as an African-American person?
2. People define racism in different ways, what does racism mean to you?
3. Racism affects people in different ways, when you have encountered racism, how has it
affected you? (physical sickness, numb, sadness, anxious, etc)
4. How did/do you cope with the experiences of racism before seeking therapy treatment?
(What is noticed in the moment, and how do you care for yourself in the aftermath)
5. What led you to seek treatment (want to know if it was related to the racism or not)?
6. What race was the therapist? Did the race of the therapist make a difference?
7. What race was the person who committed the most significant racist experience for you?
8. Did you experience racism while in therapy?
9. Did you discuss experiences of racism in therapy?
10. Did you bring up the topic of racism, or did the therapist?
11. Based on your experience, would you prefer for the therapist to introduce the topic of racism,
or would you prefer to wait and let you bring it up if you feel it is important?
12. Did you feel comfortable addressing these issues in therapy? Why?
13. Can you give me a sense of the type of racist experiences you have encountered?
14. Do you feel that treatment was helpful in addressing issues of racism? If so, what was done
to make you feel this way?
15. Was there anything that the therapist said or did that you liked related to your experiences
with racism?
16. Was there anything that you wish the therapist did differently related to your experiences
with racism?
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17. Did you feel like talking about your experiences of racism in therapy decreased your level of
distress?
18. there any changes over the course of therapy in the symptoms you were experiencing as a
result of racism? If so, how did they change?
19. Do you have any advice or recommendations you would give a therapist who wants to be
helpful to clients who are experiencing racism? Pitfalls to avoid?
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